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In 2008, the World Health Organisation’s life expectancy for an average South African was forty 
eight years of age. South Africa therefore has a drastic need to improve its health care facili-
ties with regards to ease of access, quality of service and the level of care in order to ensure 
and improve the health of its citizens. Currently, the Department of Health is implementing a 
change from a traditionally curative based health care system to a preventative and promotive 
based system. This thesis will indicate how a preventative and promotive health system can 
complement the curative system. It will as a result develop a new type of building and spaces to 
accommodate the new health care system’s needs: A Preventative Community Health Centre 
(CHC). The two main types of diseases that are critically effecting South Africans and attributing 
to high mortality rates are HIV/AIDS and Non- Communicable Diseases (non- contagious dis-
ease i.e. heart diseases and stroke). These diseases result from unhealthy lifestyles and behav-
iour and there is as yet no known cure for them other than preventive care. The centre in this 
thesis aims to educate South African citizens in a suburban context of a township on healthy 
behaviour and healthy lifestyles in healthy spaces. However, the success of a CHC depends on 
the participation of the community in which it is situated. Therefore, to encourage the frequent 
use of the building, the health care facilities must be de-stigmatised. The project is located 
between a curative institution and a shopping mall. This therefore creates a new urban context. 
The major focal points of this project are- accessibility, re-design of waiting areas and diversifi-
cation of health care facility program. 
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The proposition of this thesis is to create a preventa-
tive Community Health Centre (CHC) which provides 
Primary Health Care (PHC). The building will provide 
and educate its’ users on preventive and promotive 
means of health care. 
The centre will be designed to promote healthy 
lifestyles, make the end users more health conscious 
and educate them on behaviour. In conjunction with 
this, the end users will also be educated on the deter-
minants of health which both have an impact on their 
physical and mental well being. This will thus ensure 
the health of the entire community in which the centre 
is situated. It will also alleviate the strain on existing 
curative health facilities and health care profession-
als by preventing minor ailments from developing into 
more serious conditions.
The implementation of this type of preventative health 
care facility will complement the curative health 
system. It will also minimise the strain of the curative 
forms of health care by the South African public.
This thesis aims to:
- Argue how a preventative health care system will 
complement a curative system.
- Address the need for health care services in South 
Africa.
- Encourage more frequent use of the CHC by mini-
mising the stress and irritation which may arise as a 
result of the long queues that occur in these facilities.
- Encourage more frequent use of the CHC by mini-
mising the stigmatisation and negative perception 
associated with CHCs. This will be done through good 
spatial design and a more comprehensive building 
program.
- Implement the National Health Care Policy which 
is aimed at transforming health care from curative to 
preventive system via PHC (Primary Health Care). 
-  Minimize strain on District, Regional and National 
Hospitals as well as their professional health care 
staff by the South African population.
- Help achieve UN Millennium Development Goals 
(MDG) which include reducing child mortality, improve 
maternal health and combat HIV/AIDS by providing a 
preventative PHC.
The above mentioned aims will be satisfied architec-
turally through the creation of claimable, defendable 
and functional transitional spaces within the proposed 
CHC.
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Figure 1.1. Human Anatomy (Google Images 2008)
1. PROPOSITION
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2. MOTIVATION: WHY THE COMMUNITY HEALTH CENTRE
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Nmunity Health Centres can, “secure healthier commu-
nities, by integrating public health actions with primary 
health care” (World Health Report 2008: 17). The pre-
ventative health care given at community health cen-
tres, aims to educate the public and increase health 
awareness. This will mean that the high demand and 
changing needs of South African public health care 
can be better satisfied. 
Figure 2.1. Human Anatomy (Google Images 2008)
HIV/AIDS and Non Communicable Diseases (NCD) are 
the two main categories of diseases killing South Afri-
cans. The causes of these diseases are rooted in risky 
lifestyles and behaviours. Community Health Centres 
and the preventative care as well as the PHC given 
at these facilities are crucial in reducing the mortality 
rates caused by HIV/AIDS and NCDs. This is due to the 
fact that currently, there is no cure for either of the two 
types of diseases. The PHC given at Community Health 
Centres encourages community and patient participa-
tion. This in turn creates a stronger social network and 
an environment in which the users’ medical needs can 
be understood and addressed. This means that Com-
2
M
ET
H
O
D
O
LO
G
Y
3. METHODOLOGY
Physical and mental well being is effected by 
the determinants of health. The determinants 
of health are ultimately affected by human 
behaviour. Therefore space in general and the 
proposed CHC centre must integrate human 
spatial need as well as policies outlined by the 
Department of Health in order to improve the 
determinants of health which will thus improve 
the health of the building’s end users. 
In order to ensure a healthy lifestyle and 
behaviour, the design of the building will be 
sensitive to the end users health care needs. 
The design and building program will pro-
mote healthy behaviour.  In order for the 
building to be fully integrated into the com-
munity and to encourage a more frequent 
use of the building, social design principal 
will be used. The building’s integration into 
its context will further be achieved by using a 
design that will encourage community par-
ticipation in the actual construction process.
Figure 3.1. Methodology Chart (Author’s Own)
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4. THEORY: ARCHITECTURE/ SOCIAL INTERACTION/ HEALTHY LIFESTYLE 
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Fig 4.1. OMA. Seattle Central Library. USA, 2004(Ferre 2004:16).
Although the  space is densely occupied, it is configured for isolation 
of the individual user. The space is designed for the user to focus on 
the screen as opposed to the other people in the space. Although it 
is a public facility, very little social interaction and social networking 
occurs in this space.
Fig 4.2. Richard Hywel Evans Architecture. Cellular Operations. Swin-
don, UK, 2000(Myerson 2003:162). Although the  space is designed 
as an office space, it allows for privacy and interaction. The use of 
natural light, large volumes and the easy access for the users to 
loosely arranged lounge areas creates a relaxed environment.
Fig 4.3. White Arkitekter. Happy. Goethen-
burg, Sweden, 2001(Myerson 2003:142).
The  space is designed for an office 
space. The use of natural light, loosely 
arranged furniture and random pillows 
that are in the space creates a relaxed, 
informal and pleasant working environ-
ment. This encourages  social interaction 
and improves communication between 
coworkers.
4.1. Introduction:  
An individual’s health is influenced by the deter-
minants of health. The determinants of health are 
broken down into five categories:
“
1) Age, sex and hereditary factors
2) Individual Lifestyle factors 
3) Social and community influences
4) Living and working conditions
5)General socio-economic, cultural and 
    environmental conditions. “
(South African Health Review 2008:52)
The determinants of health are influenced by human 
behaviour and the spaces and environment in which 
all behaviour occurs. This means that space (and 
therefore architecture) has an effect on social interac-
tion and the type of interaction in turn has an effect on 
behaviour, which ultimately has an effect on health. 
This thesis aims to investigate this link by creating 
a space and a building which accommodates com-
munity interaction. It will therefore create stronger 
social networks in order to understand what type of 
behaviour is causing ill health in the community and 
address and reduce these causes of ill health. The 
building’s functions will also promote and educate the 
community on what forms part of a healthy lifestyle, 
while also addressing their health care needs.
4.2. Human Behaviour: 
“The conditions of modern civilization dictate that peo-
ple spend much of their lives amidst the buildings and 
structures of cities and towns, and these architectural 
environments provide a context for behaviour in the 
same way as more natural settings”(Baum 1977:2). 
Baum (1977:2) states that space can restrict and also 
encourage specific human behavioural responses. 
The behavioural response in a space depends on the 
perception of that space. This therefore affirms the 
fact that architecture and space has an influence on 
human behaviour and that space can affect human 
behaviour and lifestyle both positively and negatively.
  According to Deasy (1974:22), it is difficult to design 
according to human desire due to the fact that one 
group of individuals’ desires will differ from another. 
Therefore one should rather design according to hu-
man need. This is because the needs of all individu-
als within a targeted community will fundamentally 
be the same. In this respect, the health care needs 
of various individuals in a targeted community will be 
the same no matter how sporadic their behaviours. 
Therefore, this thesis aims to design according to 
user health care need because need ultimately effects 
behaviour. 
If “human behaviour seems irrational to designers, it 
is probably because they do not understand the fac-
4
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Fig 4.4. Vilanova Artigas. Faculty of Architecture. Sao Paulo, 1969 
(Andreoli 2004:179).
The  space is designed as a congregation hall. The size and volume 
of the space adequately accommodates the large amount of students 
in this area. The students are all part of the architectural student body 
group, but each student in the space has configured themselves 
randomly with 2 or 3 other students/friends in order to feel more 
comfortable, secure and oriented. The social interaction taking place 
within the crowded hall minimises the stress and strain experienced 
while waiting. 
tors that underlie the behaviour” (Deasy 1974:22).The 
building in this thesis aims to influence human behav-
iour to promote better health through the frequent use 
of the building. Therefore, human behaviour and its 
influences must be understood. 
According to behavioural scientists like Sommer, King 
and Deasy (1974:24), human behaviour which affects 
the determinants of health is separated into three 
main categories; security, identity and relating to a so-
cial group. Shaftoe (2008:55) states that the sense of 
safety/security is a crucial factor that will significantly 
determine whether or not people choose to linger in 
a space or not.  A sense of identity and recognition 
of an individual or a group means the acceptance 
of that individual or group by its community into its 
social hierarchy. Identity is the acknowledgement of 
the fact that individuals affect their communities and 
visa versa. Relating to a social group is a fundamen-
tal factor of Human behaviour since Human beings 
are “a highly sociable species, on the whole, and the 
company of others seem to be fundamental to our 
sense of existence and belonging” (Shaftoe 2008: 12) 
and therefore our behaviour. The aforementioned fac-
tors of human behaviour are further broken down into 
ten key elements which motivate how an individual 
behaves. These ten elements are:
“
1) Physical Security
2) Sexual Satisfaction
3) The Expression of Hostility
4) The Expression of Love
5) The Securing of Love
6) The Securing of Recognition
7) The Expression of Spontaneity
8) Orientation in terms of one’s place in society and 
    the places of others.
9) The securing and maintaining of membership in a 
    defined Human group.
10) A sense of belonging to a moral order and being 
      right in what one does. Being in and of a system 
      of values” (Deasy 1974:24).  
The elements highlighted in red are relevant to this 
thesis. This is because these are the elements that 
can be addressed via good spatial design.  
   
 Design for behavioural improvement and change 
means that there must be an “understanding of hu-
man motivation and let this concern shape the form” 
(Deasy 1974:40). Therefore, of the ten elements 
aforementioned, the ones highlighted in red need 
to be correctly addressed in order to create a space 
in which to promote a healthy community as well as 
individual behaviour . This thesis aims to create a 
community health centre which offers PHC. This kind 
of building and this type of health care is dependant 
on user participation in every way. The spaces must 
be designed so that the user is comfortable and feels 
secure enough to discuss the physical, mental and 
social factors which are deterring the users’ health. 
Fig 4.5. Studio Urban Catalyst Discussion Group. (Ferre 2004: 93).
A group of architect in discussion outside a cafe.  The relaxed envi-
ronment creates a setting for open discussion. The size of the group 
is kept small so that everyone still has an identity within the group. 
The configuration  as well as the size makes the space safe and de-
fendable; no one can enter the circle unless they have been invited .
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Fig 4.6. Rural Studio. Supershed and Pods. Newbern, USA, 2001 
(Dean 2002:73). View of the Supershed.
Fig 4.7. Rural Studio. Supershed and Pods. Newbern, USA, 2001 
(Dean 2002:76).View of the Housing Unit. The Supershed and Pods 
is a social housing development in Newbern, USA. It was designed 
and built by Rural studio with the help of the Newbern community. 
Rural studio is a program run by Samuel Mockbee, a social design 
architect. It is a program where architecture students design and 
build infrastructure to satisfy community spatial needs in rural 
America and thus improve lives. The Supershed and Pods devel-
opment is a prime example of the implementation of social design 
principles aforementioned.  
Fig 4.9. Rural Studio.
Supershed and Pods. Newbern, 
USA, 2001 (Dean2002:75).
View of the Housing Unit.
Fig 4.8. Rural Studio.
Supershed and Pods. Newbern, 
USA, 2001 (Dean 2002:74).
View of the Housing Unit.
Design Concept
The building and the function in it can not intimidate the 
user therefore the building must be at a modest scale. 
This will be done in order not to make the functions 
inside the building seem institutional and detached from 
the lives of its intended users. In this way the building 
can be better integrated into the community which it 
aims to serve. Integration provides a sense of belong-
ing. “Belonging therefore provides us (the users) with a 
model of identification with place” (Leach 2006:13) and 
home. It therefore encourages further user participa-
tion since a safe environment for interaction has been 
provided.
4.3. Social Design/ Social Engineering 
“The liaison between design and the behavioural 
sciences, which we will call social design” (Sommer 
1983:6), is the design approach that will be taken for 
the design of the Community Health Centre in this 
thesis. This is due to the fact that social design is an 
approach that caters for user need and encourages 
user participation. 
Robert Sommer (1983:6), PhD, a professor of psy-
chology and a consultant in various design projects 
with private architectural firms and government agen-
cies, states that social design is not associated with a 
particular style or aesthetic. The emphasis was more 
on the process (that is, identifying user needs and 
bringing them into the planning process) than on a 
specific form and architectural product. The approach 
was guided by recognition of the designers’ respon-
sibility to the people affected by their work. Sommer 
(1983:6) states that social design included analysis 
of user needs prior to starting projects and evalua-
tion of buildings after completion .This meant that the 
success of the design relied on the satisfaction of the 
occupants’ needs. Social design is aimed at improv-
ing human behaviour. It follows Deasy’s (1974:40) no-
tion that the purpose of planning or designing building 
was not to create a physical artefact, but a setting for 
human behaviour. This means that the correct setting 
and correct functions within a building can promote 
correct and a healthy behaviour. 
Like the UN Alma Alta Declaration which made PHC 
a human right, “social design was part of a worldwide 
concern with human rights.” (Sommer 1983:8). It was 
based on the assumption that “poverty, malnutrition, 
disease and substandard housing were not inevitable 
and could be eradicated” (Sommer 1983:8) if enough 
resources were allocated to finding solutions to the 
problem. Sommer (1983:8) stated that in the 1960’s, 
which was when the Human Rights Movement began, 
social design was a means by which those con-
cerned with the built environment could take part in 
or respond to the human rights movement as profes-
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Fig 4.10. Kuma. Plan of Noh Stage in Forest. 
             Toyoma, Japan, 1996 (Alini 2006:51).
The clean geometry of the building makes the 
building legible in its landscape and therefore 
easily identifiably to its users. 
Fig 4.11. Kuma. Conceptual Sketch of 
               Noh Stage in Forest. Toyoma, 
             Japan,1996 (Alini 2006:50).
Fig 4.12. Kuma. Noh Stage in Forest. Toyoma, Japan, 1996 (Alini 2006:52).
“In addition to being a place of performance and staging of plays, this small theatre is also 
intended to stimulate interaction between members of the community of Toyoma” (Alini 
2006:50).
Fig 4.13. Kuma. Noh Stage in Forest. Toyoma, 
              Japan, 1996 (Alini 2006:53).
Fig 4.14. Kuma. Noh Stage in Forest. 
               Toyoma, Japan, 1996 
              (Alini 2006:52).
Fig 4.15. Kuma. Noh Stage in Forest. Toyoma, Japan, 1996 (Alini 2006:52).
The building is responsive and inclusive of its context. “A figurative device is created that 
accentuates the continuity between the architecture and the surrounding forest. The theatre 
appears to be absorbed by the forest: architecture and nature fuse.
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sionals.
Social design guidelines have been defined as:
“
- Small Scale
- Local
- Appropriate Technology
- Human Oriented
- Client redefined to include user
- Concerned with meaning and context
- Low Cost (this is not always the case)
- Bottoms up design approach
- Inclusive
- Democratic” (Sommer 1983:7).
This social design approach complements the creation 
of a community centre providing preventative PHC. This 
is because they both aim to better benefit the end user 
and improve the social and living condition of its target 
community in a humane and democratic manner. “Both 
society and the environment (the context) mirror each 
other and that if one starts to take the structure of the 
environment seriously enough, one inevitably becomes 
involved in the reconstruction of society.”(Grabow 
1983:54). In the same way, if a building is designed to 
cater toward improving the behaviour of its users’ to 
ensure good health, and is used, then it is logical to 
think that the behaviour of the users will alter toward a 
healthier lifestyle.
4.4. User Needs: 
“Most Architectural theory had dealt with buildings apart 
from people, most psychological theories dealt with 
the human psyche separately from the environment” 
(Sommer 1983:38). Social design solves this issue by 
utilising and encouraging end user participation and 
thus brings the two components together.
Sommer (1983:119) states that the one key problem 
with user participation is that it will produce chaos. Peo-
ple will not know what they want, different user groups 
will make conflicting demands, and there will not be 
an overall theme or harmony in design.  As aforemen-
tioned, in order to solve this problem the social design 
approach that will be utilised in this building will cater 
towards user needs rather then their desires. In this 
way an overall theme and harmony in design can be 
achieved.
The users’ functional needs are ultimately addressed 
by the building program. The program will follow the 
guidelines set up by the CSIR for a Community Health 
Centre and it will also accommodate the Gauteng 
Health Departments health strategies to improve public 
health. Both of these strategies are aimed at address-
ing the users’ functional and health care need, which is 
why they will both be followed in conjunction with each 
other.
However, the Conference of Architectural Psychology 
held at the University of Lund, Sweden in 1972, states 
that, in order for a space to have a positive psychologi-
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USER ENVIRONMENTAL (SPATIAL) NEEDS AND VALUES TABLE
NEEDS/VALUES                             
“
1) Survival 
1.1) Safety/Security 
1.2) Health
2) Comfort/Lack of Stress 
2.1) Spaciousness ( Appropriate Scale) 
2.2) Quiet (No excessive, sporadic noise or vibration) 
2.3) Light 
2.4)Cleanliness 
2.5) Climate( Appropriate response to climate) 
2.6) Ease of Movement” 
(Kuller 1973: 109)
Fig 4.16. Group in Discussion (Ferre 2004:93).
The configuration and the informal nature of the space makes the 
space safe and comfortable
Fig 4.17. An Urban Space in Haborside,Bristol  (Shaftoe 2008:53).
“People gravitate towards the edges of public spaces. They do not 
linger in the open. If the edge does not provide them with places 
where to linger, the space becomes a place to walk through not a 
place to stop” (Alexander 1968:139) .
Fig 4.18. How People use Urban Space  (Shaftoe 2008:53).
End users primarily occupy the edges even when functions have spe-
cifically designed to cater to their needs.  This is because the edge 
spaces are defendable spaces. The back and the vulnerable side of 
the user is protected and the three remain sides are open from which 
the user can observe his surrounding.
Fig 4.19. Kensington Gardens, London (Ferre 2004:186).
Human being are social creatures by nature therefore a space that 
is inhabited by other people in a relaxed manner allows for the 
public space to be perceived as safe and enjoyable.
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cal effect on the user – the users’ environmental (and 
therefore spatial) needs and values must be addressed 
in the design (Kuller 1973:108). The conference stated 
that in order for a building or a space to have a positive 
psychological effect on the end user, it must address 
six user environmental needs and values. The needs/
values are survival, comfort/ lack of stress, efficiency, 
personal development, social interaction and adminis-
tration. Some of these needs are similar to the afore-
mentioned ten elements which motivate human behav-
iour. This may be because positive psychological effect 
leads to positive behaviour. 
The Conference of Architectural Psychology further 
breaks down these six point in a table and in some 
cases defines what it considers to be an ideal space to 
address the six issues. They are as follows: 
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USER ENVIRONMENTAL (SPATIAL) NEEDS AND VALUES TABLE
NEEDS/VALUES                              GOOD ENVIRONMENT& SPACE
“
3) Efficiency 
3.1) (Ease of) Access to Services 
3.2) Convenience 
3.3) Orientation/Information         Environments of sufficient legibility, 
                                                     imageability, clarity, system 
                                                     continuity, visual access to highly 
                                                     used and significant facilities and 
                                                     destinations, recognizable 
                                                     stereotypes e.g. it looks like a                  
                                                     school (therefore it must be a 
                                                     school).” (Kuller 1973: 109)
Fig 4.20. Cruz & Ortiz. Basel Station. Basel, Switzer-
land, 2003(Consuegra 2005:12).
The centralised movement route is surrounded by shops 
and services. This allows easy access to the functions 
by the users.
Fig 4.21. An Urban space in Park Square USA 
(Carr 1973:98).There is no defined pedestrian 
route. This results in random pedestrian move-
ment across the street. This makes vehicular 
movement in this area difficult.
Fig 4.22. An Urban space in Park Square USA 
(Carr 1973:98).The same space was provided 
with pedestrian crossing. This differentiated  
what was pedestrian and vehicular territory. 
This allowed for easier movement in general 
and it allowed the urban space to become more 
legible.
Fig 4.23. An Urban space in 
Bristol, UK (Shaftoe 2008:48).
 Bad Signage & Orientation. Too 
many different signs make the 
space cluttered and confusing.
Fig 4.24. Morphosis . Interna-
tional Elementary School. Los 
Angeles,USA, 1999(Mayne 
2006:74).
Good Clear Signage.
Fig 4.25. Morphosis . 
International Elementary 
School. Los Angeles,USA, 
1999(Mayne 2006:75).
Good Clear Signage in one 
part of the building explain 
the events to come and the 
events that are currently 
taking place.
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USER ENVIRONMENTAL (SPATIAL) NEEDS AND VALUES TABLE
NEEDS/VALUES                              GOOD ENVIRONMENT& 
SPACE
“
4) Personal Development 
4.1) Privacy                               Sufficient control of social inputs 
                                                        at individual, home, block, and 
                                                        neighbourhood level, a degree of 
                                                        anonymity.
4.2) Identity                               Unique identifiable home, street,   
                                                        neighbourhood, custom design,  
                                                        objects, places that connect with 
                                                        personal history, environments 
                                                        encouraging social status.
4.3) Territorial Control                  Sufficient personal space and 
                                                        defined territory.
4.4) Personal Expression     Ability to demonstrate personal 
                                                        presence in outdoor environ-
                                                        ments through planting, painting, 
                                                        construction. 
4.5) Environmental                          Responsive, permissive 
       Mastery and Scale                   changeable environments, 
                                                        human scale environments, 
                                                        related in size.
 
4.6) Security Structure                  Tough environments, resistant to 
                                                        vandalism. Relationships, 
                                                        congruence, neatness, simplicity, 
                                                        similarity, proximity. Closeness, 
                                                        immediacy, interpenetration.
4.7) Education 
        - Explorability                  Inviting, explorable, open 
                                                        environments. Significant 
                                                        manageable choices of lifestyles, 
                                                        friends, services, activities, 
                                                        environments.
        - Diversity                               Contrast, variation, surprise, 
                                                        differentiation, complexity, 
                                                        novelty, newness, uniqueness, 
                                                        natural environments in the city.
        - Instruction                  Instructive environments, visible 
                                                        social, functional, ecological 
                                                        systems, visible past and future.” 
                                                        (Kuller 1973: 109)
Fig 4.26. The burned down Sans Souci Cinema Building 
(Deckler2006: 50).This building is situated in Kliptown, 
Soweto, Johannesburg. This building has such a strong 
identity in its context that “its striking ruin has featured in 
many music videos” (Deckler 2006:51).
Fig 4.27. Ito . Brugge Pavillion. Brugge, Belgium , 2002 
(Ferre 2004:160).The structure is appropriately scaled 
and the design of it is at contrast with the Historical build-
ings of the context. The structure is made of aluminium 
and is durable and vandal proof. The aluminium honey 
comb facade allows the viewers from the outside to see 
what is inside but still allows the internal space of the 
structure to remain private unless the interior space is 
inhabited.
Fig 4.29. Szekely . Play 
Area for Apartment 
Complex. Vaucresson, 
France , 1961 (Redstone 
1968:197).
The play area acts as a 
sculpture. It also acts as a 
play and learn facility for 
the children while keeping 
them physically active.
Fig 4.28. Ito . Brugge Pavillion. Brugge, Belgium , 2002 
(Ferre 2004:160).
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USER ENVIRONMENTAL (SPATIAL) NEEDS AND VALUES TABLE
NEEDS/VALUES                              GOOD ENVIRONMENT& 
SPACE
“
5) Social Development 
5.1) Equity                          Equal environmental opportunity, 
                                                   minimum levels of environmental 
                                                   quality for each population group, 
                                                   balance between individual, public 
                                                   and corporate environments.
5.2) Social Interaction              Environments encouraging sufficient 
                                                   and desirable interaction, 
                                                   neighbouring participation in 
                                                   community organizations, sense of       
                                                   community, lowering of prejudice 
                                                   and bad perception, help in times of 
                                                   trouble, Socially integrated 
                                                   environments.
5.3) Publicness                           A quality public environment, 
                                                   adequate publicly accessible 
                                                   territory, not subject to private 
                                                   dominance or invasion.
5.4) Cultural Expression,            Environments which encourage 
       Preservation,                       identity expression, and continuity of
       Development                       sub-cultures, environments where
                                                   significant functions, symbolic            
                                                   places are visible and evident. 
5.5) Resource Conservation      Environments which conserve or 
                                                   increase natural resources.
6) Administration 
6.1)Economy                          Environments with low initial and 
                                                   maintenance costs to public 
                                                   agencies, individuals, 
                                                   corporations.
6.2) Management 
       - Efficiency                          Environments which allow 
                                                   reasonably efficient management, 
                                                   supervision, maintenance, 
                                                   emergency service for fire
                                                   protection, police, ambulance, 
                                                   normal delivery services, sanitation,  
                                                   garbage, trash collection.
       - Adaptability             Environments which are adaptable 
                                                   to changing techniques.
6.3) Agency and                         Environments which enhance the 
       Professional Image             development agency and 
                                                   professional image e.g. responsive 
                                                   to its client population.” 
                                                  
                                                   (Kuller 1973: 109)
Fig 4.30. Atocha Station, Madrid, Spain. This station 
acts as a transport interchange and is the culmination of 
Public, State, Private Functions. (Author’s Own)
Fig 4.31. Niemeyer. Church Francis. Pampulha, Brazil, 
1940.(Andreoli 2004:120). 
“Community murals are a source of pride not simply be-
cause they are located in a neighborhood but because 
they were planned with often painted by local residents” 
(Sommer 1983:155). Mural art expresses community 
values and are site and community specific.
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Fig 4.32. An Urban space in the USA (Gehl 1980:26).
 When a public space has been provided with a function, 
it then becomes an ideal space for social gathering. 
The provision of function such as entertainment within a 
public space means that the space does become dead 
and under utilised.
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Fig 4.33. Picture of Hottentot Community working together to con-
struct a Shelter. (Frescura 1981:34).
When a community gets involved in the building process, the commu-
nity “then learn skills- not just building trades but organisational and 
communication skills as well” (Towers 1995:81).
Fig 4.34. Mosaic Panel in a Preparatory School in Brazil .
(Andreoli 2004:28).
Like all mosaic panels in Brazil, the mosaic panel in the school of the 
Pedregulho Housing Development  which was completed in 1952, 
were made with “ pastilles as well as mosaic tiles (and) were used by 
modern artists and architects to emphasize the continuation of what 
was seen as a typical Brazilian tradition” (Andreoli 2004:28). The 
goal of the community murals is “of brightening urban spaces and at 
the same time increasing people’s awareness of their surroundings” 
(Sommer 1983:155).
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The design of the Community Health Centre in this 
thesis will follow some of the above mentioned guide-
lines in order for the building to address the users’ 
environmental needs and values and also to allow the 
building to affect the end users in a positive psycho-
logical way. This will therefore allow the spaces in the 
building to effect the user’s behaviour in a positive 
way.
4.5. Community Participation and 
       Social Interaction:
Social design encourages community participation, 
which is a crucial aspect in integrating the build-
ing into the community and creating a strong social 
networks.”
“At present, the typical community rarely participates 
in the creation of its architecture. Social alienation 
and inhumane environments are common conditions 
of our urban life. Co design counters this situa-
tion by involving the community in the design of its 
environment.”(King 1989:3). Through community par-
ticipation in the project, individuals in the community 
will have to work and communicate with one another. 
This therefore allows the opportunity to create a 
strong social bond and network within the community.
 If the whole community “joins to construct common 
buildings, tribal (community in this case) involve-
ment provides shelter and strengthens social bonds.” 
(Sommer 1983: 111). This is due to the fact that “a 
community being involved in a building project is like 
decorating a Christmas tree. There seems to be a 
sense of unity in shared accomplishments of putting 
on a play or decorating a Christmas tree. We glow in 
the feelings of fondness for one another. Our vitality 
as a group or as a family becomes stronger.” (King 
1989:3). In the creation of a building that requires 
community participation, there will be the same 
glow, the same friendliness in the participants and 
an opportunity to build on the aforementioned social 
networks.
Community “participation is inherently good, it brings 
people together, involves them in their world, it cre-
ates a feeling between people and the world around 
them, because it is the world which they have helped 
to make.” (Grabow 1983:102). King (1989:3) reaffirms 
this notion by stating that, the community members 
grow to feel at one with the community when its 
architecture reflects their shared values. This means 
that the people in the community become apart of 
the architecture because they have helped to build 
something that essentially belongs to them. In this 
way the Community Health Centre in this thesis will 
become de- institutionalised. A de- institutionalized 
building and a strong social network means that one 
can achieve a relaxed, comfortable atmosphere in 
which the community can address health care needs 
without judgment.
As aforementioned, the program of the building will 
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Fig 4.35. Rural Studio. Akron Pavilion. Akron, USA, 1996 
(Dean 2002:140). 
The pavilion was built by architectural students with the help of the lo-
cal community. This proves that the design and shape of the building 
does not have to be basic and simple just because the community will 
be involved and utilised in the construction process.
Design Concept
Fig 4.35. Rural Studio..Mason’s Bend Community Centre. Mason’s 
Bend, USA, 2000 (Dean 2002:55). 
This was a another Rural Studio Project that involved the local com-
munity in the construction of the building. When the community gets 
involved, the individuals in the community develop “skills that they 
can use to get employment or to set up small businesses. The pov-
erty cycle is broken and the area and its residents increase in value” 
(Towers 1995:81).
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follow the guidelines set by the CSIR and the health 
strategies which the Gauteng Department of Health 
has set up. Therefore, the community will not be in-
volved in the design process of the building since they 
can not themselves yet know what is affecting their 
health and the elements that contribute to improving 
their mental and physical well-being. The community 
will thus only be involved in the construction process 
of the building.
The material composition must therefore allow for 
easy construction by the community under the guid-
ance of trained contractors and tradesmen. Using the 
local community not only encourages end user par-
ticipation but it generates money into the community, 
it creates jobs and it transfers skills in construction. 
All of these factors can benefit the lives of the people 
who choose to take part in the construction process of 
the building.  
Although community participation may promote social 
interaction, the type of social interaction that occurs 
may not always be positive. Baum (1977:7) states 
that both architectural and social features of a setting 
influence the perception of a space and therefore this 
will affect the human behaviour in that space. “In a 
social and psychological sense, the settings (and the 
perception of the settings) we use help us or hinder 
us in three major ways:
- They influence the stress we experience in 
  accomplishing group or personal goals.
- They influence the form and nature of our social 
  contacts.
- They influence our feelings of identity and self 
  worth.”
(Deasy 1974:45)
 This means that both these features inevitably influ-
ence the type of interaction that occurs in a space as 
well as the type of behaviour. Therefore the percep-
tion of a space must suit its function and its commu-
nity in order to allow for constructive social interaction 
and behaviour to occur.
In order for the Community Health Centre in this 
thesis to be fully utilised by the community and to 
promote positive social interaction within its spaces, 
it must address two negative perceptions associ-
ated with community health centre. The first nega-
tive perception that needs to be addressed is the 
stigmatism associated with health care clinics and 
other health care facilities. This is done by broaden-
ing the scope and the facility of the Community Health 
Centre to include educational, recreational, public 
space and physical activity functions. The building 
must accommodate for public space since accord-
ing to Shaftoe (2008:13) they are the arenas for the 
theatre of everyday life and they offer considerable 
social learning opportunities. This turn will create a 
stronger social network in the community. The centre 
in this thesis will serve as a one stop shop not only 
to address the health issues of the community but 
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Fig 4.36. Atocha Station.Madrid Spain (Author’s Own 2006). 
The stress and irritation of waiting is minimised by waiting in comfort-
able informal setting i.e. cafe/restaurant.
Fig 4.37. Urban Space. Bristol,UK (Shaftoe 2008:98). 
The niches or the building and the public space next to the buildings 
provide a space for groups to gather and interact. This makes mini-
mises the irritation resulting from waiting. 
Fig 4.38. Internal Courtyard Space (Reynolds 2002: 87). 
Courtyards which provide access to natural light and ventilation are 
ideal space in which to wait
Fig 4.39. Furnicycle (Ferre 2004: 251). Fig 4.40. Furnicycle (Ferre 2004: 251). 
Fig 4.41. Furnicycle (Ferre 2004: 251).
The irritation of waiting and perception of a space or object can be 
change by the diversification of function and activity.
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the program and the function of the building will also 
address  the educational, recreational, lifestyle needs 
of the public. In this way the building acts more like a 
community centre focused on healthy lifestyles and a 
place where member of the community can gather in 
a safe, identifiable, relaxed environment rather then 
an institutional health facility. Due to the fact that the 
building’s design and program will address the com-
munity health need as well as its’ infrastructural need, 
the building will be accepted and become integrated 
into its community. 
The second negative perception that needs to be 
addressed is the stresses and irritation that occurred 
in waiting for service in the aforementioned health 
care institutions. As Deasy (1974:45) states, stress 
and strain result when the facilities people use make 
it difficult to do the jobs and tasks that they have 
undertaken. “When people are ignored, they usually 
experience stress and label the situation as averse. 
Even when being ignored is construed as uninten-
tional, people will have less positive reactions to the 
situation.” (Baum 1977:65). In order to address this is-
sue the building must be designed to promote service 
delivery. In the proposed Community Health Centre, 
“to overcome red tape, individual service programs 
within a community centre must be small (12 persons 
maximum) and autonomous, they must be loosely 
arranged so that new services created by members of 
the community can immediately be housed alongside 
existing programs,” (Alexander 1968:70). 
Queuing, waiting and the inefficient use of time also 
leads to end user stress and strain. Queuing and 
waiting is unavoidable in the structure of a Communi-
ty Health Centre due to the fact that the centre serves 
a large number of people within a community. Stress 
14
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and strain however can be minimised by designing 
waiting areas to be productive or not seem like waiting 
areas at all. “For most people the best possible antidote 
for the waiting feeling is to get involved in something 
interesting which has nothing to do with the waiting. For 
this reason, there must be waiting areas within which 
various activities are available. In order to boost the 
number of people taking part in these activities- the 
activity area should be open to other people besides 
those who are waiting” (Alexander 1968:121). The de-
sign of the Community health centre follows the above 
guidelines to minimise the stress experienced by the 
end users. The variety of activities in the centre will fur-
ther allow the building to become de- institutionalised. 
Allowing equal access for all users to these activities 
situated off of the waiting areas means that a more di-
verse social interaction will occur in these spaces. This 
in turn will create a larger and wider community network 
and a much stronger community network. This in turn 
will improve communication which will help understand 
and defined the health care needs of the entire user 
community.
4.6. Conclusion:
Preventative and promotive PHC that is offered at 
Community Health Centre level is only effective when 
there is community participation. In order for this to 
occur, the spaces within the centre must accommodate 
for discussion and interaction between the members in 
the community to better understand the community’s 
needs. 
Social design is an “explicit and primary commitment to 
the occupants”. (Sommer 1983:12). Social design is a 
design approach which requires community participa-
tion and which must fulfil the spatial needs of the end 
user in order for the building to be deemed success-
ful. This is due to the fact that “the work of the social 
designer is evaluated in terms of its success in meeting 
occupant needs”. (Sommer 1983:60). The two aspects 
stated above will complement each other since both 
ideas have the same goal of improving the lives of the 
end user. 
Therefore the design, program and the way and materi-
als with which the proposed Community Health Centre 
is built will be designed to address user needs and 
understand the community. It aims to create non insti-
tutional, relaxed, prejudice free spaces in which social 
interaction can take place. This will ultimately create a 
strong social community networks. By understanding 
community needs and addressing them and allowing 
spaces for discussion- the diseases affecting the health 
of South Africans can be de-stigmatised and prevented 
before they develop and cause major harm to the 
health of the community. In this way the target commu-
nity’s health will be improved.
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Figure 5.1. South African Health Structure
Figure 5.2. Health Post: Room in a Building
Figure 5.3. A Mobile Clinic
Figure 5.4. A Satellite Clinic: House in Residential Area
5. CONTEXT OF SOUTH AFRICAN HEALTH CARE 
The South African curative health care system is 
structured in term of a pyramid. The levels of the 
pyramid are connected, fed into, and support one 
another. An individual patient is moved up the levels 
of the pyramid depending on the seriousness of their 
illnesses. An individual enters the public health care 
system at the health post, mobile clinics, satellite 
clinics and clinic level. This level deals with Primary 
Health Care (PHC). They are defined by the National 
Department of Health as follows: 
“Health Post:
A health post is a room in a house or other structure 
in a community from which a range of elementary 
PHC services are provided. 
Mobile:
A mobile clinic is a temporary service from which a 
range of PHC services are provided and where a mo-
bile unit/bus/car provides the resources for the serv-
ice. This service is provided on fixed routes and at a 
number of points which are visited on a regular basis. 
Some visiting points may involve the use of a room in 
a building, but the resources (equipment, stocks) are 
provided from the mobile when the service is avail-
able and are not maintained at the visiting point.
Satellite Clinic:
A facility that is a fixed building where one or more 
rooms are permanently equipped and from which a 
range of PHC services are provided. It is open for up 
to 8 hours per day and less than 4 days per week.
Clinic:
An appropriately permanently equipped facility at 
which a range of Primary Health Care services are 
provided. It is open at least 8 hours a day at least 4 
days a week. “
(National Department of Health: Health Facility Defini-
tions 2006: 8).
These facilities are then supported by the Community 
Health Centres. Community Health Centres are aimed 
to offer a comprehensive PHC. The National Depart-
ment of Health defines CHCs as a facility which is 
open 24 hours a day, 7 days a week, at which a broad 
range of Primary Health Care services are provided. 
It also offers accident & emergency and midwifery 
services, but not surgery under general anaesthesia.
These facilities are then supported by hospitals which 
concentrate on specialised curative services and 
cater towards the treatment of individuals needing 
drastic, specialise and intensive curative care.
This thesis deals with the creation of a preventive 
and promotive CHC. Ideally through the use of the 
centre and therefore through the implementation of 
healthy lifestyles by the end users, the end users of 
the building are meant to be able reduce the need for 
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Figure 5.5. Clinic: Medical Facility in a small developed area
Figure 5.6. CHC: Medical Facility in an Activity Node
Figure 5.7. Hospital: Medical Facility in a High Density Urban 
Environment
Figure 5.8. CHC Care vs Hospital Care
a curative health system altogether. 
The site of the proposed CHC is situated in Jabulani, 
Soweto immediately adjacent to a new Level 1 District 
Hospital that is currently under construction. The two 
health care facilities are meant to act in conjunction 
with one another to better serve the community in 
which they are situated. It is therefore important to 
know (in term of the health care provided) what the 
difference between these two facilities are in the cura-
tive sense and where they overlap. 
The National Department of Health defines Level 
1 District Hospitals as a facility at which a range of 
outpatient and inpatient services are offered, mostly 
within the scope of general medical practitioners. It 
has a functional operating theatre in which operations 
are performed regularly under general anaesthesia. 
 
Therefore the main differences in term of the health 
care provided between a curative CHC and a Level 
1 Hospital is that- the hospital admits patients, the 
hospital focus more on curative health care and that 
the hospital does surgeries under general anaesthetic 
instead of minor surgery under local anaesthetic 
which are done at CHCs.
5.1. What is Primary Health Care?
Community Health Centres are aimed at providing 
a comprehensive Primary Health Care. The Alma 
Alta Declaration made by the United Nations in 1978 
made PHC a fundamental Human Right. (Unknown. 
(2007). The Alma Alta Declaration. INTERNET.   
http://www.un.org Cited 4 March 2009). 
Primary Health Care is divided into eight components. 
They are: 
 “1) Education: concerning prevailing health problems 
      and the methods of preventing and controlling 
      them;
  2) Promotion of food supply and proper nutrition; 
  3) An adequate supply of safe water and basic 
      sanitation;
  4) Maternal and child health care, including family 
      planning; 
  5) Immunization against the major infectious 
      diseases; 
  6) Prevention and control of locally endemic 
      diseases (which are diseases indigenous to a 
      specific region or country);
  7) Appropriate treatment of common diseases and 
      injuries; 
  8) Provision of essential drugs”. 
     (The Alma Alta Declaration 1978: 2).
Primary Health Care aims to address “the main health 
problems in the community by providing promotive, 
preventive, curative and rehabilitative services ac-
cordingly.” (The Alma Alta Declaration 1978: 2). It is a 
more holistic approach to health care. It requires the 
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Figure 5.10. Medical Professional Constantly Emigrate from 
South Africa
Figure 5.12. Curative Care Overloads the Health System
Figure 5.9.  Main Aims of the National Quality of Health Policy
Figure 5.11. Hospital Health Care based on access  to  Doctors and 
Nurses in order to be functional
participation and the co-operation of the community 
in which it is situated. Therefore it is a health care 
system that aims to understand the health care needs 
of a specific community in order to address them ac-
cordingly.
5.2. State of South African Health Care:
The World Health Organisation (WHO) rated the 
public health care systems of one hundred and ninety 
countries worldwide in 2007. According to the ratings 
done by WHO, South Africa was listed at number one 
hundred and seventy five. 
(Unknown. (2007).World Public Health Rankings. IN-
TERNET.  http://www.who.org . Cited 3 March 2009).
The National Department of Health recognises the 
need to improve the quality of health care and has 
therefore implemented a National Quality of Health 
Care Policy. The policy primarily deals with improv-
ing public access to health care, increasing patients’ 
participation in the health care structure, ensuring 
appropriate use of health care services and expand-
ing on health care programs that have been proven to 
work.
According to the Policy, the above aims will be 
achieved by “creating an environment in which qual-
ity health care will flourish and building capacity to 
improve quality.” (A Policy on Quality in Health Care 
for South Africa 2007: 11). 
The improvement in the quality of health care is not 
only dependant on achieving the aims of the National 
Quality of Health Care Policy. It is also dependant on 
easy access to care given by trained medical profes-
sionals.
The diminishing number of trained health care profes-
sionals is having an adverse effect on the quality of 
health care provided to South Africans. “An assess-
ment by the WHO in 2003 found that more than 60% 
of health care institutions in South Africa struggled to 
fill existing posts.”(South African Health Review 2008: 
24).
 “Recent estimates are that some 30% to 50% of 
South African medical graduates (ranging from all 
fields of the medical profession) emigrate each year.” 
(South African Health Review 2008: 25).
The Health Systems Trust of South Africa has stated 
that the “severe shortages in the supply of trained 
medical practitioners has undermined the develop-
ment and functioning of the decentralised health 
system.” (South African Health Review 2008: 25).
 A comprehensive Community Health Centres which 
offers a PHC system is the answer in alleviating the 
strain on health professionals as well as the health 
system. It is also the key element in achieving the 
aims of the quality of health policy. 
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Figure 5.13. CHC utilise CHW’s to deal with large numbers of 
patients.  
Figure 5.15. The Gauteng Population Chart. 
(Health in Gauteng Status Report 2006/07: 12).  
Figure 5.14. Preventative Care can ensure Public Health.  
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The effectiveness of the care given at Community 
Health Centres is dependant on the extent and the 
amount of participation of the individuals within the 
community. The care given at Community Heath 
Centres addresses these aims by understanding the 
cause of illness through user participation. Therefore 
the correct level, type and method of care can be bet-
ter implement to ensure the health of that community. 
This fulfils the National Quality of Health Care Policy 
aims. 
The health care provided at CHC level can also con-
tribute in solving the problem of medical staff short-
age in South Africa. Medical staff deals with curative 
health care services. If more focus was place of 
preventive health care at CHC level, it would address 
the health care needs of the community before they 
develop into major health problems which need inten-
sive, specialised curative treatment by medical staff. 
This in tern would reduce the pressure and strain on 
the limited number of medical practitioners in Gau-
teng and South Africa.
Hospitals are primarily dependant on trained health 
practitioners while Community Health Centres employ 
and better utilise councillors and community- based 
health workers (CHW). “CHWs are considered vital 
to the implementation of PHC”. (South African Health 
Review 2008: 170). According to the review, CHW 
programmes run by non-governmental organisations 
(NGOs). The CHWs are paid a stipend by respec-
tive provinces through appointed NGOs. The CHWs 
are attached to primary care facilities  to perform a 
wide range of community-based care and support 
functions. CHWs work in conjunction with nurses and 
doctors to provide PHC at Community Health Centre 
level and are utilised to alleviate pressures that are 
experience by trained health care professionals.
Community-based health workers are recruited from 
the community in which the Community Health Centre 
is situated. This provides a means for job creation in 
the community. It also allows for a means to create 
a strong social community network and it further en-
sures and encourages community participation. 
5.3. Population of Gauteng:
According to the Health in Gauteng Status Report 
(2006/7:12), Gauteng is the most densely populated 
province. It is also ranked as the province with the 
largest population of over 10 million and the largest 
age groups are those between 25 – 34 years. Gau-
teng however, according to the Department of Health, 
has the second highest mortality rate in South Africa.
5.4. Diseases effecting the Population of 
       Gauteng & South Africa:
According to the South African Health Review 2008, 
the two primary types of diseases effecting the popu-
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Figure 5.16. The Leading Natural Causes of Death in Males in 
Gauteng. (Health in Gauteng Status Report 2006/07: 34)
Figure 5.17. The Leading Natural Causes of Death in Females in 
Gauteng. (Health in Gauteng Status Report 2006/07: 34)
       HIV/AIDS & NCD
                   =
DEAD SOUTH AFRICANS
Figure 5.18. The Diseases most effecting Mortality Rate in 
South Africa.
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lation of Gauteng are Non Communicable Diseases 
(non contagious diseases) and HIV/AIDS. 
 “A large number of deaths in the 15-49 year age 
group (the largest age group) are indicative of the 
impact of HIV and AIDS”. (Health in Gauteng Status 
Report 2006/07: 30).This is a result of the high risk 
lifestyle choices of individuals within this population 
bracket.
The Gauteng Department of Health estimates that 
the leading causes of natural deaths in both male and 
female in Gauteng is due to HIV/AIDS, other Immune 
System Disorder and TB. These diseases are linked 
because HIV/AIDS and the other Immune System 
Disorders break down the body’s natural defences 
and TB is what eventually kills the individual.
“South Africa had an estimated 5.7 million people 
living with HIV/AIDS in 2007, the highest number of 
any country in the world.”(The Henry J Kaiser Family 
Foundation. HIV/AIDS Fact Sheet 2008: 2). The Gau-
teng Department of Health states that “The number of 
deaths due to AIDS is likely to be higher than that re-
ported by Stats SA” (Health in Gauteng Status Report 
2006/07: 34). This is due to the stigmatism associated 
with HIV/AIDS and therefore many cases and deaths 
resulting from the disease go unreported.
It is evident that HIV/AIDS is having a detrimental 
effect on health of South Africans. It therefore also 
affects the economy of South Africa since it is the 
population age group between 15 years and 49 years 
(the prime and most productive age group in terms of 
economic factors) that are affected most. 
The other category of disease that is having a drastic 
impact on the lives of South Africans is non- com-
municable diseases (NCD). Theses disease are 
non transferable and are a result of bad lifestyle and 
behaviour. In South Africa “rapid urbanisation, in the 
context of globalisation, has been accompanied by 
large shifts in the health patterns of South Africans, 
thus increasing the prevalence of non-communicable 
diseases.” (South African Health Review 2008: 74). 
Stress and strain of urban lifestyles has made the 
South African public vulnerable to NCDs. 
“Chronic non-communicable diseases are largely due 
to preventable and modifiable risk factors such as, 
high blood cholesterol, high blood pressure, obesity, 
physical inactivity, unhealthy diet, tobacco use and 
inappropriate use of alcohol.” (South African Health 
Review 2008: 74). These risk factors in the lifestyles 
of the South African population have resulted in the 
fact that “among the top 10 diseases and conditions 
contributing to mortality were the following non-com-
municable diseases: ischaemic heart disease, stroke, 
hypertensive disease and diabetes mellitus”. (South 
African Health Review 2008: 74). 
It is due to this drastic effect on South African health 
by NCDs and HIV/AIDS that they have been included 
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Figure 5.19. The Primary causes of NCD.
Figure 5.19. The Primary elements needed to ensure Good Health.
Figure 5.20. Layers of the Human Anatomy (Google Images 2008)
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into the South African Primary Health Care services. 
The effective management of these diseases set up 
by the National Department of Health are primarily 
preventive aspects which includes public awareness 
of  healthier personal and behavioural actions, “or 
education to encourage behavioural modification; and 
curative and rehabilitative services focusing on indi-
viduals who are already diagnosed, to prevent compli-
cations.” (South African Health Review 2008: 74).
NCD’s and HIV/AIDS are all attributed to risk factors 
in the lifestyles and behaviours of the South African 
public. The South African Health Review indicates 
which risk factors are linked with which diseases and 
the number of deaths as a result of these specific 
diseases (See Appendix).
 In brief, there is no cure for HIV/AIDS currently. 
Therefore preventive measure must be taken and 
public awareness of the risk of these diseases must 
be increased.
Curative surgical methods to treat heart diseases, cut 
out cancer growths and to treat other non-communi-
cable diseases may actually do more harm, thereby 
preventing any improvement to the patient’s health, 
making the surgery in question almost futile. There 
are also many risks associated with surgical proce-
dures. Therefore the only way to address the diseas-
es aforementioned and reduce the mortality rate is to 
address the behavioural risk factors associated with 
theses diseases. This means the use of preventative 
and promotive heath care methods to prevent theses 
diseases via awareness and a shift to encourage 
healthy behavioural and lifestyle practices.  This kind 
of participatory, educational and health awareness 
approach will mean that early detection and treatment 
of these diseases will be possible. This means that 
disease can be treated early and the progression of 
the disease can be prevented.  This can be done via 
PHC at the Community Health Centre level.
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6. THE SITE
Figure 6.1. Map of South Africa (Google Images 2008) Figure 6.2. Map of Johannesburg 
        (City of Johannesburg 2008)
Figure 6.3. Map of Soweto. (City of Johannesburg 2008)
Location:
The site for this thesis project in located in the Jabu-
lani suburb of Soweto. The Johannesburg Metropolitan 
Council states that 1.3 million people are estimated to be 
living in Soweto. The Johannesburg Metropolitan Coun-
cil also states that Jabulani is estimated to have 20 535 
inhabitants in the area due to its small residential neigh-
bourhoods, of which 4241 inhabitants are estimated 
to be employed. This means that there is a drastic 
need for job creation and skills development in the 
area. This is why the building in this thesis has been 
designed so that the members of the community of 
Jabulani can participate in the construction process of 
the CHC.
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6.1.1. LOCATION OF PUBLIC HEALTH FACILITIES IN SOWETO
The Spatial Development Framework created by 
the Johannesburg Metropolitan Council indicates 
that there are twenty six public health care facilities 
in Soweto. Access to these facilities is measured in 
terms of facilities being located within 5km radius of 
the population being served. It does not consider the 
density of the people in the specific region and thus 
results in the fact that there is a dire need for health 
facilities in Soweto.
My Site
Figure 6.4.Public Health Infrastructure in Soweto. (Soweto Integrated Spatial Framework 2008: 25)
WORLD HEALTH ORGANISATION
RECOMMENDED GUIDELINES:
          10 000 PEOPLE
                 PER
         PUBLIC CLINIC
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4.1.2. LOCATION OF ACTUAL SITE
Figure 6.5.Aerial Picture of the Site in Context. (Google Earth Images 2008)
The site for the proposed CHC in this thesis sits at 
the intersection of Bolani Street and Koma Road. It is 
easily visible and accessible. The site is bordered on 
the North and South side by the Jabulani Fire Station 
and Jabulani Municipal Offices respectively. Jabulani 
Mall is situated on the eastern side of the site and acts 
as an attraction and accumulation point not only for 
the residents of Jabulani but the whole of Soweto. It is 
for this particular reason that Department of Health in 
conjunction with the City of Johannesburg decided to 
construct a (Level 1) District Hospital directly opposite 
to Jabulani Mall.
The former “Gauteng Premier Mbhazima Shilowa 
officially unveiled the construction of the hospital in 
Jabulani on Tuesday, 5 June (2007). 
Speaking at the event, he said that the new hospital 
was meant to alleviate pressure on health workers at 
Bara (Chris Hani Baragwanath Hospital), at present the 
only public hospital catering for Eldorado Park, Lenasia, 
Orange Farm and Soweto.” (Maduma, Lesego. (2007). 
New District Hospital. INTERNET. http://www.joburg.
org  Cited 20 February 2009).
“Shilowa said the hospital would help to bring health-
care to the people of Joburg, specifically to Soweto 
residents. The hospital is part of his plan to transform 
Soweto into a vibrant, dynamic and sustainable com-
munity where people live with decent social amenities 
and (have) access to economic opportunities. “(Ma-
duma, Lesego. (2007). New District Hospital. INTER-
NET. http://www.joburg.org  Cited 20 February 2009).
The hospital aims at “deploying more health prac-
titioners to ease the workload at Bara. (It also aims 
to address the need of) the increase in population 
and the emergence of new diseases, such as HIV/
AIDS and the rapid spread of diseases of lifestyle 
such as diabetes and hypertension (that) have placed 
services at Chris Hani Baragwanath Hospital under 
pressure”. (Maduma, Lesego. (2007). New District 
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Hospital. INTERNET. http://www.joburg.org  Cited 20 
February 2009).
The Hospital although it addresses the need for easy 
access to health care and provides a more comprehen-
sive curative care, does not implement the health care 
policy to transform health from a curative to a preven-
tive and a promotive system. The proposed preventive 
CHC in this thesis can help achieve this aim.
It also does not address the preventive and educational 
needs of the users in the community in order to make 
them aware of the correct behaviour needed to stop, 
treat and prevent HIV/Aids and Non- Communicable 
Diseases. The care given at the proposed preventive 
CHC in this thesis will address this need. 
The data stated in the previous chapter states that the 
numbers of health care professionals are dwindling. 
The introduction of a new hospital which needs quali-
fied medical professionals in order to operate it adds to 
the problem. The proposed Community Health Centre 
in this thesis which utilises community-based health 
workers CHWs can reduce the burden felt by trained 
medical professionals. The CHWs can reduced the 
burden by trained medical professionals by addressing 
the health care needs of the individuals in the com-
munity which can be satisfied via preventive methods, 
education and health awareness or counselling. This 
means that professional medical staff and the new Dis-
trict Hospital can mainly focus on the complex curative 
and emergency procedures that may be needed by the 
members of the communities which it intends to serve. 
The proposed Community Health Centre on this site is 
meant to support and act in conjunction with the new 
District Hospital. The two medical facilities together are 
meant to comprehensively address the full health care 
needs of the community in which they are situated. 
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6.2. URBAN SPATIAL DEVELOPMENT FRAMEWORK FOR SOWETO
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6.2.2. INVESTMENT NODE FRAMEWORK FOR SOWETO
Figure 6.7.Soweto Investment Framework. (Soweto Integrated Spatial Framework 2008: 9)
My Site
According to the Spatial Development Framework set up by the City of Johannesburg, the area of Jabulani (includ-
ing my site) has been defined as one of the precincts that will be developed in order to improve the infrastructure of 
Soweto in general. The Jabulani precinct has also been earmarked as an investment node.
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6.2.3. MOVEMENT & TRANSPORTATION FRAMEWORK FOR SOWETO
Figure 6.8.Soweto Movement & Transportation Framework. (Soweto Integrated Spatial Framework 2008: 9)
The Framework states that a working BRT route will be on the Northern side of the proposed site. The BRT which 
is aimed at making transportation easier and quicker will result in an influx of more people and consumers to the 
Jabulani mall area and thus the site of the proposed CHC. This means that the CHC in this thesis will not only 
serve and be available to the inhabitants of Jabulani but anyone and everyone that can access the centre.
 
My Site
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6.2.4. JABULANI PRECINCT  DEVELOPMENT PLAN
Figure 6.9.Jabulani Housing Development Framework. 
(Soweto Integrated Spatial Framework 2008: 18)
Figure 6.10.Jabulani Retail Development Framework. 
(Soweto Integrated Spatial Framework 2008: 20)
Figure 6.11.Jabulani Precinct Development Framework. 
(Soweto Integrated Spatial Framework 2008: 16)
The Spatial Framework of the Jabulani precinct itself 
proposes the further development of retail, housing and 
hostel development upon the currently available open 
green field areas. The proposed site for this thesis has 
been allocated for the construction of a community 
facility. The proposal for a preventative Community 
Health Centre on this site falls within the parameters of 
this framework. The future influx of people from the de-
velopment of this precinct means that facilities such as 
a preventive CHC will be required to address the health 
care needs of the inhabitants of this proposed precinct. 
New 
Hospital
MY 
Site Jabulani
Mall
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6.3. SITE ANALYSIS
MAP LEGEND
The health care of the residents of Jabulani currently 
falls within the service area of Senaoane, Tladi, Zondi, 
and Jabavu Clinics. This is due to the lack of health 
care facility allocated specifically to Jabulani currently. 
An investigation has been done into the service area. 
The residential areas consisted of low income housing. 
There are twenty five primary schools in the area out of 
which six schools have a large playground or a sports 
field. There are nine secondary schools in the service 
area out of which three have sports fields. There is only 
one tertiary educational facility in the service area in the 
form of South West Gauteng College. There are two 
physical activity spots in the service area. The one is 
a public swimming pool and the other is a community 
hockey field. Both these facilities are not used by the 
local community. Jabulani Mall is the only major retail 
facility in the area. As stated earlier in this thesis, the 
mall act as an attraction point for the people of Jabulani 
as well as the surrounding suburbs. 
The investigation into the area indicates that there is a 
major need to support the educational facilities in the 
service area as well as address the need for physical 
activity facilities. There is also a need to create spaces 
where the community (especially the youth) can be en-
gaged in order to increase their health awareness and 
be taught correct health behaviour and practices. 
- ANALYSIS OF CONTEXT
Figure 6.12. The Site and its Context. (Derived After Google Earth Images 2008)
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- ANALYSIS OF BUILDING HEIGHTS & VEHICULAR MOVEMENT
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- ANALYSIS OF PEDESTRIAN MOVEMENT & CONGREGATION AREAS
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- SITE PICTURES: MIXED USE FUNCTIONS
1 23
4
56
1. Kiosk & Auto Repair Shop
2. Mixed Use Residence & Restaurant
3. Road Side Kiosk 4. Mixed Use Residence & Kiosk 5. Mixed Use Residence & Hair Salon
6. Mixed Use Residence & Restaurant 6. Restaurant Signage
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- SITE PICTURES: MIXED USE FUNCTIONS
7
8
9
10
11
12
7. Residential Kiosk
8. Informal Exhaust Repair Shop
9. Mixed Use Residence & Hair Salon
10. Road House
11. Mixed Use Residence & Kiosk
12. Mixed Use Residence & Childcare
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- SITE PICTURES: ACTIVITY ON LINK ROAD
1314 1516
17 18
13. Massive Amount of Pedestrian Movement
14. Hawkers along  Pedestrian Movement Route
15. Traffic Movement
16. Main  Vehicular Entrance into Mall
17. Massive Amount Activity along Link Road
18. Informal Taxi Stop & Go
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- SITE PICTURES: PEDESTRIAN MOVEMENT FROM MALL
19 20
21
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19.
20. 21.
22.
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- SITE PICTURES: THE MALL
23
2425
23. The Queue for the Bank on the Weekends
24. Unused Parking Bays on Weekdays
25. Unused Parking Bays on Weekends
The Site
The Site
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- SITE PICTURES
The Site
The Site
The Site
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- SITE PICTURES
The Site
The Site
29
30
31
29.  High Traffic Volume Road
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- SITE PICTURES: SURROUNDING CONTEXT
The Site
The Site
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6.4. SURVEYS
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Figure 6.13. A Class of Students from Jabulani Technical 
High School
Figure 6.14. A Class of Students from 
                   Dikwankwetia Primary School
Figure 6.15. A Class of Students from Latare High School
Figure 6.16. School Survey
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Figure 6.17. Jabulani Mall Survey
Figure 6.18. Consumers of the Mall
Two surveys were done in the Jabulani area in order 
to better understand the occupants as well as deter-
mine their spatial desires. Some of the spatial desires 
of the occupants in the area are to be included into 
the proposed building’s program in this thesis. This is 
so that the functions act as an attraction point for the 
occupants of this area. This ensures that the building 
will be utilized by its public.
The first survey was done with students from the 
schools within the Jabulani area that had easy access 
to the Jabulani Mall. A total of a hundred students 
which consisted of students from Jabulani Techni-
cal School, Latare High School and Dikwankwetia 
Primary School were surveyed.
The results of the survey were that the student bodies 
of the various schools were not made up of learn-
ers just from Jabulani. The student bodies consisted 
of learners from the surrounding neighbourhoods 
i.e. Zola, Tladi, Zondi, Moletsane and Dobsonville. 
Some of the learners came from as far as Diepkloof, 
Slovoville, Orlando West and Katlehong (in the East 
Rand) to be educated in this area. It can be seen from 
this survey that the schools in this area like Jabulani 
Mall act as an attraction point for the inhabitants of 
the whole of Soweto.
The learners residing in the Jabulani area and the 
immediate areas adjacent to it stated that they walked 
to and from school. While learners from Dobsonville, 
Diepkloof, Slovoville and Orlando West stated that 
they used Taxi services. The one learner from Katle-
hong stated that he used the train. 
When the learners were asked what new facilities 
they would like which the Mall doesn’t currently pro-
vide, the majority of the students request a cinema 
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Figure 6.19. Jabulani Mall and the Schools act as an attraction point
(multimedia centre) and a library.
When asked what sports facilities they would like 
to have access to the majority of the students re-
sponded to having 3 a side soccer courts, Dance 
studios, and gym with the exception of a minority of 
students opting for tennis courts and yoga studios. 
All of the above activities and facilities fall within line 
of the Gauteng Depart of Health’s policy to provide 
infrastructure to promote a physically active lifestyle 
to ensure good health.
When the students were surveyed on what health 
care issues they would like to be informed on the 
majority of the students stated that sex, how to build 
muscle, healthy diets and TB were their main con-
cerns. Health issues however are interlinked due to 
the fact that the determinants of health are interlinked. 
This means that when one health issue is addressed 
the effect and influence of the rest of the health issues 
will be addressed. E.g. sex education will not be suc-
cessful without education of HIV/AIDS and STIs. This 
type of approach falls in line with the Department of 
Health’s strategy of improving public health by making 
the public more health aware.
The second survey was done inside Jabulani Mall 
with the mall’s consumers. It was discovered that like 
in the schools, the consumers’ came from all over 
Soweto to utilise the mall. Except for the consumers 
living within Jabulani whose main method of transpor-
tation was walking, the majority of the consumers who 
were interviewed used taxis for their transport.
When the consumers were asked if they would utilise 
health food restaurants over fast food restaurants, all 
consumers interviewed replied that they would utilise 
the health food option only if the health food was 
cheap and affordable.
In term of what type of facilities catering for physical 
activities that they would like to have access to- the 
answers ran parallel with that of the scholars of hav-
ing 3 a side soccer courts, Dance studios, and gym 
and public playground/ grass areas to relax with fam-
ily and friends. 
The majority of the people interview wanted to know 
more about sex, HIV/AIDS, STIs and how to maintain 
a healthy weight. All the people interviewed used 
public health care facilities and all were dissatisfied 
with the level of services and waiting times in these 
facilities.
This survey has indicated the desire of Sowetans to 
acquire improved health and physical activity infra-
structure in the area. It has also re-established the no-
tion that the preventive CHC in this thesis will not only 
serve the people of Jabulani but all that can access 
the site and facility since the mall and the schools in 
the area acts as an attraction point for most of the 
suburbs in Soweto. 
The building in this thesis therefore will be designed 
to satisfy the above stated users need as well as the 
strategies outlined by the Department of Health.
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Figure 7.1. The CSIR Comprehensive Community Heath Centre 
                  Guidelines. (Bekker 1999: 5)
Figure 7.2. Facilities Needed to Address Current Health 
Care Needs. (Author’s Own)
The CSIR (Centre for Scientific and Industrial Re-
search) in co-operation and with adherence to the 
guidelines and the needs of the National Department of 
Health has drawn up a set of guidelines and a program 
for comprehensive promotive, preventive and curative 
Community Health Centres.
The proposed Community Health Centre in this the-
sis will follow these guidelines but will exclude the 
space needed for curative based services and curative 
medical procedures. This is due to the fact that these 
spaces will already be provided by the New District 
Hospital which the proposed Community Health Centre 
aims to support. 
The day care hospice will also not be integrated into the 
new centre. This is due to the fact that hospices primary 
serve and care for terminally ill patients. The hospice 
discussed in the CSIR guidelines is a day care facility 
only. It is illogical to transport such patients form one 
area to another everyday. Furthermore such patients 
in hospices require professionally trained medical care 
since their health is in a critical state. Such care cannot 
be provided at the proposed Community Health Centre 
level by CHWs.
The guidelines stipulated by the CSIR for a comprehen-
sive Community Health Centre were published in 1999. 
They conform to the health policies of those times. The 
health policies and needs of the South African public 
have changed and the new centre will adhere and ac-
commodate for the spatial needs of theses changes.
The primary health issues that the Gauteng Depart-
ment of Health would like to address are HIV/AIDS, 
STI (Sexually Transmitted Infections), Maternal/
Child/Women’s Health care and Non- Communicable 
Diseases. Strategies in order to address these health 
issues faced by the South African public have been 
identified by the Gauteng Department of Health and 
can be referred to in the Appendix. 
The spaces need to implement the aforementioned 
strategies are VCT (Voluntary Counselling and 
Testing) facilities, general counselling and guidance 
facilities , educational facilities, prenatal care facilities, 
dispensaries and physical activity centres. 
The program of the building will also contain public 
spaces. This is due to the notion that “urban public 
spaces offer obvious health benefits insofar as city 
residents and workers can get fresh air and exercise 
in them. This requirement for healthy spaces acces-
sible to urban residents and workers is becoming 
critical in the light of increasing levels of heart disease 
and obesity, resulting from more sedentary lifestyles” 
(Shaftoe 2008: 12).
As aforementioned, the new CHC will act in conjunc-
tion with the District 1 Hospital that is currently under 
construction in the area. The new CHC will concen-
trate on preventative health care. More complicated 
medical problem and cases which result in the CHC 
and that need curative care in order to treat the prob-
lem will be referred to the hospital. 
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THE FUNCTIONAL PROGRAM OF THE BUILDING
The building’s functions are grouped into 6 categories. 
They are:  
1. VCT, General Examination and Consultation 
   (CSIR Guidelines: 13-15 rooms per CHC)
2. Maternal and Child Care
3. Educational
4. Physical Activities 
5. Retail
6. Public Facilities.
The square areas of the individual functions within this 
group have been calculated according to CSIR and the 
Adler Metric Handbook guidelines. See Appendix.
VCT & GENERAL CONSULTATION/ 
EXAMINATION (737.25m²)
- 8 CHW Offices/ Consultation Rooms
- 1 Copy Room/ Staff Lounge Area
- 1 Medical Records Room
- 3 Examination/ Consultation Rooms
- 1 Medical Waste Storage/ Disposal Room
- Toilets
- Reception
- Dispensary 
- Waiting Area
MATERNAL & CHILD CARE (407.9m²)
- 2 Examination/ Consultation Rooms
- 4 Studios
- 4 Discussion Rooms
- 1 Classroom
- Reception
- Tea Room
- Male & Female Toilets
- Waiting Area
- 1 Tuck Shop
EDUCATIONAL (1870.81m²)
- Computer Centre 
- Adult Educational Section
- Study Areas
- 10 Discussion Rooms
- 1 Librarian Office
- 3 Classrooms
- New Parent Educational Section
- Children Section 
- Crèche
- Toilets
PHYSICAL EDUCATION (818.42m²)
- Reception
- 1 Sports Retail Shop
- 3 Aerobics Studios
- 4 Offices
- 1 Storeroom 
- 2 Change Rooms
- 3 Free Weights Studios
- 1 Boxing Pit
RETAIL (638.3m²)
- 1 Sandwich Shop
- 5 Retail Stores
- 1 Restaurant
PUBLIC FACILITIES (1708m²)
- Public Toilets
- Basketball Courts
- 4 Soccer Courts
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8. PRECEDENTS 
8.1. Precedents Case Study 1: 
       Paimio Sanatorium
Location: Paimio, Finland
Date of Project: 1929-1933
Architect: Alvar Aalto
The Paimio Sanatorium is a health care building 
focused on facilitating patients with tuberculosis. Al-
though this is an institutional health care building, the 
design of this building is still relevant to this thesis. 
This is due to the fact that Aalto “thought of health 
care as a joint effort by physicians and architects, 
both contributing to the cure” (Schildts 1998:19).
Good Design & Health
Aalto designed the building so that “every architec-
tural detail had a clinical function” (Schildts 1998:19). 
This is evident in the design of the Paimio chair. The 
chair was designed solely with the idea that “the 
angle of its seats was supposed to ease the patients’ 
breathing” (Schildts 1998:22). This reaffirms that a 
well designed space and object can promote good 
health.
Urban Beacon/ Identity/ Legibility
“Rising like a well- proportioned ship above the Finn-
ish Landscape, the sanatorium announced its healing 
functions through clean forms, tidy proportions and 
well lit volumes” (Curtis 1996:346).
This means that although the building is integrated 
into its surroundings, it is identifiable and legible mak-
ing access and orientation towards the building easy.
Access and Movement 
Due to the nature of the building as a health facility, 
access and movement are highly defined and control-
led. 
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Fig. 8.1. Main Entrance of the Paimio Sanitorium. (Schildt 1998:25) 
Fig. 8.2. Section through the Patients Wards. (Fleig 1995:33) 
Fig. 8.3. Paimio Chair. (Google Images 2009) 
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Layout & Planning
The building is comprised of three main volumes.
A
B
C
“In Section A are the patients’ 
rooms and rest halls” 
(Fleig 1995:32).
Section B is where the primary circulation for the 
whole building is situated. This section is also 
where “communal rooms (dining halls, recreation 
rooms, library, hobby room etc) are located” (Fleig 
1995:32).
“In Section C are the 
technical and service 
rooms” 
(Flieg 1995: 32).
The variety of activities and functions in this waiting area means that the stress and irritation of waiting for services 
is minimised. This is also the section that contains examination, therapy and operating rooms. The placement of 
the aforementioned services coupled with the large congregation of people in this area means anonymity in terms 
of the patients’ health is achieved since everyone inhabits this area for different reasons.
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Fig. 8.4. General Plan of Paimio Sanitorium. (Fleig 1995:33) 
Fig. 8.5. Paimio Sanitorium. (Fleig 1995:34) 
Fig. 8.6. Section and Perspective of Balconies off of Patient Rooms . 
(Fleig 1995:37) 
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Preventative Health Aspects
Aalto only made use of natural ventilation since a me-
chanically ventilated system with recycled air would 
mean the disease and symptoms of one patient would 
be contracted by another. Wash hand basins that 
were situated in every patient’s room also reduced the 
risk of the health care space through good sanitation. 
Designing to the User Need
Aalto’s design of patients’ rooms was “determined by 
the depleted strength of the patients in his bed. The 
colour ceiling is chosen for quietness, the light sourc-
es are outside the patients’ field of vision” (Schildts 
1998:27). The heating panels in the patients’ rooms 
were placed “so that concentrated radiation (from the 
sunlight) is directed at the patients’ feet and not at his 
head” (Flieg 1995: 39). All these aspects are aimed at 
satisfying the users comfort needs. .
 
Comfort, Enjoyment & 
De- Stigmatisation of Health Care
Every aspect of the building from layout to colours 
utilised and climatic response was designed in order 
to maximise the user’s comfort. This coupled with the 
fact that all rooms had access to sunlight and sce-
nic views of the forest, made the use of the building 
enjoyable. Aalto also designed the top floor to be “an 
open roof terrace covered by a canopy” (1996: 343). 
This provided a place for patients to relax in warm 
days. This is a concept reminiscent of hotel and spa 
design rather then hospital design. This in turn has 
helped de-stigmatise the negative perceptions associ-
ated with health care.
The Paimio Sanatorium was designed to “adapt the 
institution (of health) to the patients’ physical and 
mental needs” (Schildts 1986:123). Its built form and 
design addresses user need and catered towards 
user comfort and pleasure. In this way the notion of 
health care was de-stigmatised and with the use of 
the building, the users’ health was improved.
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Fig. 8.7. Balconies off of Patient 
Rooms . (Schildt 1998:26) 
Fig. 8.8. Section through Common 
Rooms . (Fleig 1995:33) 
Fig. 8.9. Open Roof Terrace . (Schildt 1998:84) 
Fig. 8.10. View from Roof Terrace  . (Fleig 1995:36) 
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8.2. Precedent Case Study 2: 
       Amstelveenseweg Orphanage
Location: Amstelveenseweg, Amsterdam
Date of Project: 1955-1960
Architect: Aldo van Eyck
Aalto’s orphanage in Amsterdam was designed as a 
home for “approximately 125 children of all ages, be-
tween a few months and 20 years” (Ligtelijn 1999:88). 
The building has been chosen as a case study due to 
the fact that its design breaks away from the tradi-
tional nature of the institution. It has also been chosen 
due to the relationship of its interior and exterior 
space.
Context & Layout
The site of the building is situated at the intersection 
of 2 roads. The building’s layout and the edges of the 
roads form a defined reception area before entering 
the building. The general layout and configuration of 
the building aims to acknowledge outside space and 
function and not just the interior spaces and functions 
which is normally typical of an institutional building.
Fig. 8.11. Perspective of Roof  . (Ligtelijn 1999:91) 
Fig. 8.12. Site in its Context . (Ligtelijn 1999:90) Fig. 8.13. Perspective of Internal Courtyard. (Ligtelijn 1999:102) 
Fig. 8.14. South Elevation. (Ligtelijn 1999:91) 
50
Planning & Layout
“The plan attempts to reconcile the positive qualities 
of a centralised scheme with those of a decentralised 
one” (Ligtelijn 1999:88). The bulk of the building gives 
it an institutional nature and provides a structure and 
legibility to the space. The sprawled out nature of 
the plan allows for individual pockets of spaces to be 
personalised. “The plan attempts to provide a built 
framework for dual phenomenon of the individual and 
the collective without resorting to arbitrary accentua-
tion of either one at the expense of the other” (Ligtel-
ijn 1999:88).
Frequency of Use & Variety
The orphanage was designed as a large house 
“within a framework of certain generality” (Ligtel-
ijn 1999:88). From the communal lounge areas or 
courtyards, there were a variety of spaces that could 
be accessed. The diversity of spaces allowed the 
frequent use of the spaces. The design of the building 
“reconciled the idea of unity with the idea of diversity 
in architectural terms” (Ligtelijn 1999:88). The design 
allowed “various units to form a dispersed complex 
pattern” (Ligtelijn 1999:88). It then connected these 
units with courtyards and internal streets.
Fig. 8.15. Floor Plan. (Ligtelijn 1999:94) 
Fig. 8.16. Puppet Show Room. (Ligtelijn 1999:107) Fig. 8.16. Dining Area. (Ligtelijn 1999:107) 
Fig. 8.17. The Niches designed into the spaces 
act as furniture. (Ligtelijn 1999:106) 
Fig. 8.18. Lounge Area. 
(Ligtelijn 1999:107) 
Fig. 8.19. Reading Corner. 
(Ligtelijn 1999:107) 
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Courtyards & Internal Streets
The design of the orphanage utilised large squares 
and internal streets as a transition between the inside 
and outside. It also acted as a transition between the 
separate functions within the building.  The courtyards 
acted as “an in between domain leading the trail 
gradually, in stages, helping to mitigate the anxiety 
that abrupt transition causes” (Ligtelijn 1999:89). 
Aalto states that he “tried to articulate the transition by 
means of defined in between places which induced 
simultaneous awareness of what is significant on ei-
ther side. An in between place in this sense provides 
the common ground where conflicting polarities are 
reconciled” (Ligtelijn 1999:89). This is what allows the 
separate pockets of spaces and functions to become 
one unified building. 
This building was successful since the de-institu-
tionalisation and the de- formalisation of the building 
allowed for the comfortable use of the building. This 
also allowed the orphanage to take on a feeling of a 
home rather then a state childcare facility. The court-
yards and internal streets allowed spaces in which 
the user could linger. They served as threshold points 
to access a variety of functions in the building. This 
concept of threshold, transition and lingering spaces 
is ideal in minimising the stress and irritation felt in 
waiting areas.
Fig. 8.20. Roof Plan. (Ligtelijn 1999:95) 
Fig. 8.21. Niches in the Building act as Furniture. (Ligtelijn 1999:103) 
Fig. 8.22. 
Internal Court-
yard. 
(Ligtelijn 1999:97) 
Fig. 8.23.  Internal Play Area. (Ligtelijn 1999:105) 
Fig. 8.24.  Internal Street. (Ligtelijn 1999:105) 
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8.3. Precedent Case Study 3: 
       Sao Paulo Dental Surgery
Location: Orlandia, Sao Paulo, Brazil
Date of Completion of Project: 2000
Architect: MMBB Arquitetos
The Dental Surgery in Orlandia, Sao Paulo has been 
chosen as a case study since it is a medical facil-
ity that has been de-institutionalised to better suit its 
context. 
Context & Response to Site
The dental surgery is located in the residential area 
of Orlandia in Sao Paulo. The building is a combina-
tion of two complementary “professional activities: 
a clinic and a laboratory” (Andieoli 2004:210). The 
design of the building takes “into account the regular 
grid pattern of surrounding streets and the building 
sits on a corner site” (Andieoli 2004: 210). This makes 
the building highly visible and easily accessible. It is 
for this reason that the building was “aligned with the 
perimeters and setback off of its (residential) neigh-
bours” (Andieoli 2004:210). 
“The appearance from the street of this lightweight 
box of wood and glass evokes the memory of the 
town’s earliest buildings, which were supported on 
pilotis. It borrows from Sao Paulo’s modern tradi-
tion that emphasises the symbolic and expressive 
character of the single structural element” (Andieoli 
2004:210). 
Fig. 8.25.  Facade Facing the Street at night. (Andreoli 2004:211) 
Fig. 8.26.  Facade Facing the Street during the day. 
(Andreoli 2004:212) 
Fig. 8.27.  The building has a definitive and clear entry/exit point. (Andreoli 2004:211) 
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Appropriate Scale & Form 
The scale of the building does not overshadow the 
surrounding single storey residential buildings. The 
building remains at a modest scale and has an area 
of “182sqm” (Andieoli 2004:210) which is the approxi-
mately the area of a large house. This type of design 
approach ensures that the size of the building did not 
intimidate the users or impede its context.
The building has a clean rectangular form and has 
defined entrance and exit points. This makes the 
building and movement in and out of the building eas-
ily identifiable and legible. This therefore allows for 
the easy access and use of the building.
Light, Visibility & Comfort
“Much care has been taken to protect the building 
from excessive solar exposure. A detachable wooden 
sun-breaker screens the glass wall of the North 
Façade both from light and street view” (Andieoli 
2004:210), but this is only done when necessary. The 
screen and expression of street view are design ele-
ments reminiscent of café or boutique design and not 
a medical facility. This play with light and view, along 
with the lounge-design of the waiting area allows for 
a comfortable and relaxed environment. The use of 
floor to ceiling glass panels also allows the pedestri-
ans in the street to view what happens in the medical 
facility. This therefore de-mystifies the medical treat-
ment in the centre.
The building clearly shows that the use of appropriate 
scale, clean form, definitive thresholds and transpar-
ent materials can de-stigmatise a health care facility 
and allow the building to better relate to its context.
The building clearly shows that the use of appropriate 
scale, clean form, definitive thresholds and transparent 
materials can de-stigmatise a health care facility and 
allow the building to better relate to its context.
Fig. 8.29.  View of the building from the back. (Andreoli 2004:213) 
Fig. 8.28.  Wooden Sun- Breaker. (Andreoli 2004:212) 
Fig. 8.30. Laboratory and Research Area that has been slightly sub-
merged into the ground. (Andreoli 2004:213) 
Fig. 8.31.  Reception. (Andreoli 2004:213) 
Fig. 8.32.  Lounge & Waiting Area. (Andreoli 2004:213) 
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9. DESIGN GENERATORS 
- An Urban Beacon:
 • Response to Site
 • Access
 • Point to pass through vs. Destination Point
 • Image & Identity
 • Unifying space
 • Opportunistic Space
- Good Climatic Response = Good Space and Environment:
 • Heat
 • Light 
 • Noise
- Waiting Areas:
 • Productive waiting areas
 • How one can wait without seeming like waiting
 •Access to services
- Public vs. Private:
 • Defendable Space
 • Anonymity of illness
- Personalising Space:
 • Adaptable space
- Social Interaction:
 • Proximity vs. Configuration
 • Size of group spaces
 • Public Space
 • Ease of Construction
- Defined Geometry:
 • Defendable & Secure Space 
 • Unambiguous Space
     • Ease of Construction        
- Stigmatism of Clinics:
 • Creating a Multi - Purpose Centre 
 • Reduce stress and irritation that results while waiting
 • Encourage Social Interaction
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10. THE DESIGN APPROACH/ CONCEPT/ EXPLORATION
THE SITE
& BUILDING
56
10.1. URBAN CONCEPT & EXPLORATIONS
- EXISTING URBAN SITUATION
- CONCEPT  OF PROPOSED  URBAN FRAMEWORK
Orient
Grocery
Orient
Grocery
Taxi 
Area
Link Road
Link Road
The designated taxi area 
is not used due to the fact 
that this area does not 
allow for easy movement 
of the taxis. The area is 
fenced off from the main 
road network leaving only 
one primary entrance and 
exit point at Jabulani Mall. 
The taxis therefore do not 
use this point.
This point allows for 
easier movement to 
and from the main 
road networks and 
therefore is used by 
the taxis as a stop 
and go point.
Parking at Jabulani Mall is highly underutilized as the 
majority of the people that use the mall use public 
transport.
Link Road is a 
primary vehicular 
movement route 
with an access to 
the main entrances 
of Jabulani Mall and 
this in turn causes 
traffic congestion.
The main pedes-
trian movement 
occurs along the 
street edges. 
Pedestrians do not 
move through the 
proposed site since 
it has currently 
been fenced off and 
hawker stalls set up 
naturally where the 
pedestrian routes 
are.
Former Statistics SA building has been taken over by the Gauteng Governmental 
Branch of the Office of the Speaker. This new function of the building will mean 
that parking for the building’s users will be required to be in close proximity.
The new CHC 
building and the 
pedestrian circula-
tion through the 
site is meant to 
clearly define the 
pedestrian move-
ment that occurs 
on the site. The 
new CHC and the 
pedestrian move-
ment routes are 
meant to act as a 
connection element 
for the existing built 
context
Opportunistic 
space occurs 
along the primary 
pedestrian routes 
as the large move-
ment of people 
through these 
routes results in 
high retail profit 
potential. It also 
results in easy ac-
cess to services.
The fence that currently 
exists will be removed. 
The taxi area will be 
redesigned so that it is 
better integrated into its 
new context. It will also 
be designed to have 
its own entrance and 
exit point for the taxis. 
It will also be designed 
so that the taxi area is 
integrated into the main 
road network thus mini-
mizing congestion.
New parking will accom-
modate for parking needed 
by the Orient Grocery, The 
Office of the Speaker and 
the parking needs of visi-
tors for the new CHC and 
its various facilities.
The purpose of the new road connection is to provide easier vehicular access to and from Jabulani 
mall as well as the new CHC and its facilities. This in turn is also meant to alleviate traffic conges-
tion since currently Link Road is the primary road from which to access the mall via vehicular means. 
Link Road is also currently the primary road that connects to Koma Road which is one of the primary 
movement roads in this area.
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10.2. BUILDING CONFIGURATION CONCEPT
SPORADIC BUILDING CONFIGURATION COMPACT BUILDING CONFIGURATION
PROPOSED BUILDING CONFIGURATION WITH INTEGRATED COURTYARDS AND EASY PUBLIC ACCESS
The building scheme for the CHC centre can not be sporadic since 
the available site is simply too large. A sporadic building scheme 
would mean that an individual building block and function would 
become isolated and the functions within the entire scheme would 
not have any cohesion with one another. The large open spaces that 
would be used as public gathering space would also not promote 
social interaction as the inappropriate scale would be unwelcoming 
and intimidating to the end user
A more compact building scheme will also not be appropriate 
for this CHC centre. This is due to the fact that a more compact 
scheme will make use of highly defined and controlled access 
points into the building itself before the functions within the scheme 
can be accessed. This does not aid the scheme in de- institutional-
ising the building. It also does not allow easy access to the facility 
by its end users. A compact building will mean that the CHC will be 
like all the other buildings in the area. 
The scheme will act as a fortress where every function is internal-
ised and where a building barrier must be breached before public 
functions can be accessed and utilised. The new building scheme 
is meant to act as an urban connection element for its surrounding 
context and therefore a compact scheme can not be used.
In order for the public to gain easy access to the scheme, the configu-
ration must be open so that the public can move through the space 
easily. It can however not be too open as it will then not act as one 
building or as one planned scheme. It is for this reason that squares 
will be integrated into the scheme. The squares will also act as an in-
formal reception, gathering and waiting spaces for the end users. The 
small sizes and scale of these squares will create a defendable space 
for the public, as discussed earlier. The appropriate scale means that 
the building and its’ squares will not intimidate the end user and 
thus will promote the use of the space. The squares are aimed at 
creating public interaction spaces and are meant to act as public 
lounging/lingering areas. Ease of movement of the public through 
the space means that the new scheme will act as a connection ele-
ment for its context.
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10.3. TAXI AREA DESIGN EXPLORATION
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Currently, the designated Taxi parking and passenger pick up area 
is located inside the fenced parking area of Jabulani Mall. The taxis 
do not have their own designated route to the taxi area, they have 
to utilize the same entrance and exit routes as the cars that lead to 
and from the mall. This means that the taxis can not move in and out 
from the existing area onto the main road network quickly. Access to 
and from the existing taxi area is difficult therefore it is not utilized. An 
informal stop and go area has been created and utilized by the taxis 
just outside the fenced area. There is no defined route connecting 
this area to the road network therefore the taxis move in and out of 
the area in whatever manner is most efficient. This however produces 
more traffic congestion and slow movement since Link Road (onto 
which this informal taxi area connects) is a main vehicular movement 
route.
This particular exploration proposes a circular movement route for 
taxis only. There are taxi stop and go areas that are situated next to 
the circular movement route. The circular taxi movement route is con-
nected both to the main road network as well as the road network in 
the mall which will ultimately connect to the new proposed road. 
This exploration also proposes a circulation movement route which is 
to be utilized by taxis only. There are two taxi stop and go strips that 
are situated on either side of the circular movement route. However, 
pedestrian movement routes have been integrated into the taxi area. 
The pedestrian routes connect the CHC with the Taxi Area and Jabu-
lani Mall. This scheme also connects the circular taxi movement route 
to the main road network as well as the road network in the mall and 
the new proposed road.
This exploration introduces traffic a circle which connects the Public 
parking at Jabulani and the Taxi Area to the main road network, the 
new proposed road and the road network within Jabulani Mall.
Critique with the Explorations: 
- Splitting the taxi stop and go area might create confusion with the 
  people that use the taxi services. It may also create an unwanted 
  hierarchy among the taxis as to the parking arrangements.
- The movement routes are too complicated. They need to be 
   simplified. 
- The taxi area should be connected to the existing road network only. 
  This is due to the fact that although the connection of the taxi area to 
   the new proposed road and to the road network within the mall may 
   ease traffic congestion on Link Road, it will also produce even more 
   congestion and confusion within Jabulani Mall’s road network. This 
   is because existing pedestrian traffic and additional vehicular traffic 
   will now be co- existing in the same space. This creates inefficient 
   movement.
- All pedestrian movement should not be integrated with the taxi area. 
  This is again to keep vehicular and pedestrian movement separate.  
  This will ensure easier movement for both vehicles and pedestrians. 
- Movement routes to and from the CHC must be more prominent.
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- PROPOSED TAXI AREA
This scheme proposes that the existing fence that sur-
rounds the Jabulani Mall Parking area be taken down. 
It proposes that the Taxi Area be connected to the main 
road network via Link road only. This will make taxi 
movement quicker and easier since taxi movement and 
territory has been clearly defined. This will ensure that 
vehicular traffic does not become congested within the 
Jabulani Mall road network. This will also ensure that 
pedestrian movement and pedestrians in general will 
not become marginalized because of increased vehicu-
lar traffic. 
This scheme is generated by pedestrian movement. 
Coarse paving will be utilised to ensure that vehicular 
movement is slowed down in the road areas that have 
been designed for pedestrian use. The pedestrian is 
meant to have the right of way. This is due to the fact 
that the majority of people that live or come to this area 
either walk or use the taxi to a certain destination in this 
area. Therefore all pedestrian routes are aimed at 
linking the pedestrian movement from the Mall, Taxi 
Area and New Hospital to the new CHC. Pedestrian 
movement is highly important in this scheme and 
therefore pedestrian routes have been clearly defined 
and designed. 
All pedestrian routes are designed to converge into 
the CHC or disperse from the CHC. The CHC will 
thus act as a passing through point, destination point 
or a lingering point. The large amount of people pass-
ing through the site coupled with the ease of access 
to the site and its function will ensure the frequent use 
of the facilities in the CHC. This will thus ensure the 
health of the population in this area through preventa-
tive means.
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Small individual pockets 
and spaces mean that the 
spaces can be claimed by a 
separate group and the space 
becomes defendable. The 
negative result of this might 
be that the space becomes 
territorial even though the na-
ture of the space is designed 
to be public. 
Large public spaces act as 
community congregation 
spaces. The public will gener-
ally tend to stick to the edges 
in small social groups since 
it is a defendable space. The 
small and separate groups 
in one communal space 
allow for a more integrated 
social interaction to occur as 
individuals form various back-
ground are allowed to inhabit 
one common space.
“Social Design is more con-
cerned with the relationship 
between individual elements, 
(and) how they are con-
nected, than in the appear-
ance of a single element set 
apart” (Sommer 1983:113). 
Therefore the actual build-
ing, the public squares and 
the pedestrian routes have 
been designed to all work in 
conjunction to connect the 
existing urban fabric together. 
This will allow for the ease of 
access and ease of use for 
the community. It has also 
been designed in this way to 
ensure the frequent use and 
access by the public to the 
facility. This has been done by 
defining the pedestrian route 
to connect with the Taxi Stop 
& Go and the Jabulani Mall as 
this is where the majority of 
the people currently congre-
gate.
“Shape has significant effect 
on defensive capability. Gen-
erally speaking an irregularly 
shaped area is difficult to pro-
tect (therefore it is not defend-
able or secure). Furthermore 
its irregularity is likely to be 
accompanied by ambiguity” 
(Sommer 1983: 42). If there is 
ambiguity in a public space, 
this means that the space will 
not be used by the public as 
the function of the space has 
not been defined. The use of 
the space can not be under-
stood and therefore the space 
will remain empty and dead. 
For this reason the design of 
the building adopts a geomet-
ric shape and configuration.
“Public gathering places function better if people are able to see each other 
across the crowd [Alexander 1968: 195]. In the same respect, the scheme 
has been designed with the principles of clear visible entrances/exits, defini-
tive movement axis, easy movement route and spaces in order to make the 
scheme legible. Legibility in terms of public space” means knowing where 
you are, knowing how to get to where you want to be and feeling that the 
space has visual coherence ”(Shaftoe 2008:49). Legibility is key in encourag-
ing the frequency of use of the building as the users know exactly what is in 
the building, how to access it and how to use it.
When designing public spaces and when breaking away 
from the norm (which is what this preventative CHC 
does), Chermayeff (1963:158) states that the spaces 
and function remain easily recognisable. This ensures 
that the space and function will be utilised by its public 
because the public can clearly understand the nature 
and function of the space. A geometric shaped space 
allows for less ambiguity than an irregular shaped space.
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10.4. PROPOSED BUILDING CONFIGURATION 
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10.5. CLAIMABLE, DEFENDABLE AND PERSONALISED 
         PUBLIC SPACE CONCEPT
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In order to create vibrancy in the scheme and promote 
regularity of use of the spaces, some public areas 
within the CHC were designed to become claimable, 
personalized and defendable. 
Claimable public space was incorporated into the de-
sign to break down the scale of the public spaces and 
the buildings. This in turn helps to de- institutionalized 
the scheme.   
Smaller, defendable pocket of spaces within a public 
realm allowed for a more comfortable environment 
in which people can socially interact on an individual 
basis or as a member of a specific social group.  It also 
allows for diversity in the type of interaction. This is 
because pockets of claimable public space allows for a 
variety of different groups with diverse backgrounds to 
inhabit one space but while still in the comfort of their 
group or their personalized space. This allows the 
opportunity for the creation of a well integrated com-
munity. 
The existence of claimable public space will result in 
the nature of the public spaces within the CHC to be 
comfortable, non- imposing, relaxed and communal. 
This will ensure the consistency of use of the spaces 
and functions within the CHC by its intended end us-
ers.
GENERAL PUBLIC SPACE CLAIMABLE/ DEFENDABLE
  GROUP PUBLIC SPACE
CLAIMABLE/ DEFENDABLE PERSONAL PUBLIC SPACE 
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THE POSITIVE BUILDING
(SPACES CONTAINING FORMALISED 
FUNCTIONS & SERVICES)
THE NEGATIVE BUILDING
(PUBLIC SPACES, OPPORTUNISTIC/CLAIMABLE SPACES)
This scheme acts as a lingering point, passing 
through point and a destination point. As a result, a 
series of public open spaces are interconnected and 
a series of formalised spaces are connected. The 
effects of these connections are that a positive and 
a negative building are formed. A positive building 
represents the formalised building which contains or-
ganised, defined services and functions. The negative 
building is a series of connected public spaces that 
can become claimable and personalised. The vibran-
cy and the frequency of use of these public spaces 
makes the negative building equally as important as 
the positive. In order to ensure the success of this 
scheme, the connection point i.e. the building edges 
and their connection of the positive and negative 
building together has been carefully designed. Niches 
and squares were utilised in order to integrate the 
negative and the positive together.
THE THRESHOLDS
10.6. DESIGN EXPLORATION
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Concept: Legibility of functions from the street 
SOCCER 
COURTSNETBALL/
BASKETBALL
COURTS
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THE SPATIAL COMPOSITION
THE URBAN CONCEPT THE PROPOSED PEDESTRIAN ROUTE
The configuration of the organised spaces was arranged according to legibility, ease of movement through the 
scheme and ease of access to services from the public movement areas. KEY
PUBLIC MOVEMENT SPACES
ORGANISED SPACES
ENTRANCES
ORGANISED SPACE CONFIGURATION
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In order to provide the correct level of control and privacy needed by the medical functions within the scheme, com-
munal spaces within the configuration were identified. These communal spaces were also allocated according to 
ease of access and legibility of functions from the public movement areas and the street.
KEY
PUBLIC MOVEMENT SPACES
ORGANISED SPACES
ENTRANCES
COMMUNAL SPACES
COMMUNAL SPACES
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The CHC is meant to act as a destination point, a lingering point, passing through point. It however is not meant to 
hinder public movement through the CHC. For this reason, direct public movement axis has been clearly defined in 
this scheme.
KEY
PUBLIC MOVEMENT SPACES
ORGANISED SPACES
ENTRANCES
COMMUNAL SPACES
DIRECT PUBLIC MOVEMENT AXIS
DIRECT PUBLIC MOVEMENT AXIS
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People in public areas tend to stay on the edges of the buildings unless an activity or function has been located at 
the centre of the public space. This is because the edges of the building act as defendable spaces and therefore 
people feel more comfortable to inhabit this space. In order to promote activity within the CHC, the area between 
the building edges and the direct movement axis have been allocated as public lingering space where the public 
can stroll and window shop.
KEY
PUBLIC MOVEMENT SPACES
ORGANISED SPACES
ENTRANCES
COMMUNAL SPACES
DIRECT PUBLIC MOVEMENT AXIS
PUBLIC LINGERING SPACES
PUBLIC LINGERING SPACES
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In order to further promote activity in the CHC and the frequency of use of the public space of the CHC, multiple 
claimable personal spaces will be designed in the public lingering space. These claimable personal spaces will 
be in the form of niche spaces. These niche spaces will serve a dual function. They will firstly serve as claimable 
personal seating and relaxation areas for the public. In this way the public domain is made more comfortable and 
inviting. The niche spaces will secondly act as opportunistic claimable space for informal trade that currently exists 
on and around the site. In this way the public space becomes versatile and alive with variety in activity.
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PUBLIC MOVEMENT SPACES
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COMMUNAL SPACES
DIRECT PUBLIC MOVEMENT AXIS
PUBLIC LINGERING SPACES
CLAIMABLE PERSONAL SPACES
Public squares will be designed into the scheme. This will be done to link the organised building forms together. 
Public squares are also meant to break down the scale of the public areas and therefore provide a more comfort-
able, less intimidating and a more inviting space in which the public can gather and linger. They are also meant to 
break up the linearity of the direct public movement axis and the buildings. Certain public squares will also be as-
signed a function e.g. physical activity or leisure. This will be done in order to attract the public to these areas. This 
will therefore make the scheme more vibrant as well as promote the regular use of its health care functions within 
the scheme.
PUBLIC SQUARES
PUBLIC SQUARES
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10.7. FUNCTIONAL LEGIBILITY CONCEPT
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In order to ensure that the functions within this scheme are utilised, the public must be aware of the functions that 
exist. Therefore, signage will be built onto or into some areas of the scheme. Internal functions will also be visible 
from the exterior. In this way, people can understand the functions within the scheme; they can see where and 
when the services that they need will be available and therefore can use it to better their own situation.
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10.8. SOCIAL INTERACTION CONCEPT
Fig. 10.1.  Architectural Guidelines Promoting Social Interaction. 
               (Gehl 1980:64) 
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CONCEPT 1
CONCEPT 2/3/5
CONCEPT 4/5
Framed Views Louvres Honeycomb
Brick Course
ORGANISED
SPACE
ORGANISED
SPACE
PUBLIC
SPACE
PRIVATISED 
SPACE
PRIVATISED 
SPACE
STORAGESHELVING
In order to create spaces in the scheme that will 
promote social interaction, there must be a good clear 
visual connection between the interior and exterior 
spaces. This connection can be done utilizing framed 
views, louvers or even honeycomb brick courses.
In order to create cohesion between the organised 
spaces in the scheme, the public space in between 
the organised spaces can not be expansive. In order 
to create the opportunity for interaction, the public 
space must allow its’ end users to be able to linger in 
the space. This can be done through the introduction 
and design of public furniture. It can also be done by 
designing the edges of the building so that these can 
be utilised.
Mezzanines will be utilised not only to maximise space, but also to privatise space and create a hierarchy. This 
shift and play in level will however not interfere with clear visibility as this would inhibit social interaction. The slight 
shifts in height will also create niche spaces within the section. These spaces can be utilised for storage, shelving 
or seating.
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10.9. WAITING CONCEPT
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The long queues of people and the inability to receive the needed 
services results stress and irritation while waiting. Geoff Abbott 
(Chief Facilities planner at CSIR) and Sue le Roux (Director of Policy, 
Planning and Research at the Gauteng Department of Health) states 
that one of the reasons for the long queues at the CHC facilities is 
that there is no system of waiting. Currently in all medical facilities 
across South Africa, all patients except for those needing emergency 
treatment, are served on a first come first serve basis. Furthermore, 
the first come first serve basis begins again at the start of each new 
working day. This results in the stress and irritation of waiting at CHC. 
It also results in the general public opinion of CHC’s having bad 
service as is evident from the survey showcased in an early chapter 
of this thesis.
 
In order to minimize the stress and irritation which results from exces-
sive waiting, the scheme in this thesis will adopt a waiting number 
ticket system.  Whereby, the tickets can be collected from the recep-
tion desk of the preventive clinic in this proposed scheme. 
The numbered Waiting Ticket concept is aimed to act as an ap-
pointment card. This ensures that patients will see a CHW, Nurse, 
Councillor or Doctor at the time allocated to them. It also allows for 
the opportunity to make efficient use of time. If a specific patient ar-
rives at the CHC at 8am and his Waiting Ticket is # 312 and can only 
be offered service at 3pm for that specific day, the patient can shop 
in Jabulani Mall or utilise the CHC’s many function i.e. the library and 
recreational areas until it is time for the clinic to serve that specific 
patient’s Waiting Ticket. The patients therefore know when they will 
get service and are less apprehensive. 
Public squares and niches have also been utilised in this scheme to 
give the public opportunity for social interaction. This is due to the 
fact that these spaces are where “barbershop politics” (Alexander 
1969:10) exist. Alexander (1969: 10) states that barbershop politics 
exist in any place where people are naturally able to collect, gossip, 
talk about daily life and talk politics i.e. lunch counters, barber-
shops, Laundromats, niches, public squares and courtyards. They 
are the places of relaxed social interactions.
Public squares and niches have also been utilised to reduce the 
stress and strain experience whilst waiting. “ Proximity is the crucial 
factor in determining the group of people we (the public) are most 
likely to meet, configuration is the crucial factor in determining how 
well the meeting comes off” (Deasy 1974:45). It is for this rea-
son that the spaces in this scheme are configured around public 
squares. Public areas/ squares are the spaces in which informal 
interaction takes place. They act as informal reception areas which 
have a close proximity to a range of functions as is offered by this 
scheme. The close proximity of the public squares to the waiting 
areas means that the public squares themselves act as secondary/ 
spill out waiting areas. The informal social interaction as well as the 
availability of access to various other functions from these squares, 
means that the stress of waiting is reduced since time spend 
waiting can be focused on socialising/ leisure or doing something 
productive in the spaces offered in this scheme.
NICHES PUBLIC SQUARES
Within the scheme, various areas with signs indicate which Waiting 
Tickets  are expected to be served within the next  hour. 
Fig. 10.1.  Niches Spaces. (Gehl 1980:154) 
73
TH
E 
D
ES
IG
N
 A
PP
R
O
A
C
H
/ C
O
N
C
EP
T/
 E
XP
LO
R
AT
IO
N
10.10. PUBLIC SPACE CONCEPT
A
A
FORMALISED 
RETAIL
COVERED PUBLIC MOVEMENT ROUTE 
HAWKER 
AREA 
CLINIC
FORMALISED 
RETAIL
COVERED PUBLIC MOVEMENT ROUTE 
HAWKER 
AREA 
CLINIC
SECTION A-A
SECTION A-A
PERSPECTIVE: COVERED MOVEMENT ROUTE
- Christopher Al-
exander (1969: 9) 
states that niches 
along the face of 
the buildings and 
at the entrances 
are the primary 
places where 
people linger and 
window shop. In 
this scheme, the 
notion of niches 
along the face 
of buildings has 
been coupled with 
pedestrian move-
ment axis and 
routes to ensure 
that the niches act 
as linger spaces, 
opportunistic 
spaces for hawk-
ers, or defendable 
seating areas.
- Pedestrian 
movement axis 
was proposed 
to be covered or 
have a pergola in 
order to protect 
the users from 
weather and make 
the space more 
comfortable. The 
type of construc-
tion needed to 
achieve the span 
of the cover would 
interfere with head 
height and there-
fore would inter-
fere with move-
ment.
- If support 
columns were to 
be implemented 
in the middle, it 
would allow for 
the opportunity to 
design a space in 
which pedestrians 
could linger. It 
would however 
again hinder the 
flow and effi-
ciency of move-
ment through the 
space.
- Due to the height 
of the structure and 
the covered area, 
the space would ap-
pear to be cramped. 
The space would 
not be sufficiently lit 
in the early morn-
ings and evenings. 
A space which 
appears small, tight 
and poorly lit does 
not create a good 
public space and 
therefore a fully 
covered pedestrian 
movement axis 
would not be viable.
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FORMALISED 
RETAIL
SEMI- COVERED PUBLIC MOVEMENT ROUTE 
CLINIC
SECTION A-A
FORMALISED 
RETAIL
SEMI- COVERED PUBLIC MOVEMENT ROUTE 
CLINIC
SECTION A-A
PERSPECTIVE: SEMI- COVERED MOVEMENT ROUTE
LINGERING SPACE
DIRECT PUBLIC
MOVEMENT SPACE
LINGERING SPACE
LINGERING SPACE DIRECT PUBLIC
MOVEMENT SPACE
LINGERING SPACE
- A semi covered 
movement axis 
with over head 
covering at the 
edges of the build-
ing would allow for 
the creation of a 
more comfortable 
and welcoming 
public space. This 
is primarily be-
cause the space 
itself would ap-
pear more open, 
well lit and easy 
to move through. 
Covered areas at 
the edges of the 
building would 
also allow for the 
creation of two 
types of move-
ment through 
the space. The 
uncovered areas 
would be used for 
direct movement. 
The covered ar-
eas including the 
niche spaces is 
where the hawk-
ers would have 
claimed/ person-
alised space and 
it is where people 
can linger and 
shop.
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10.11. INTERIOR & EXTERIOR SPACE EXPLORATION
B
B
SECTION B-B 
SECTION B-B
- In order for the building to be integrated into the community, both private formalised space (i.e. consultation 
rooms) and public space must provide a secure and comfortable environment which will promote the use of the 
space by the community. In this scheme, the formalised space such as those found in the clinic promotes use by 
providing privacy in which to discuss health issues. The scale of the space in the building is also kept to a comfort-
able ratio. Each congregation space is designed so that a maximum of twelve people can inhabit the area. This has 
been done to ensure that each person still maintains their identity within the group that inhabits that area. Windows 
will also be placed above the seating height in order to ensure that “people’s faces are never silhouetted against 
windows” (Alexander 1969:12). This will also ensure eye contact between councillor and patient while also lessen-
ing distractions from activities occurring outside of the consultation room.
STORAGE STORAGE
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B
B
SECTION B-B
SECTION B-B
- The public seating that exists in this scheme has been designed onto the edges of the building to provide a 
defendable space. In order to create a more social space, the outdoor seating will overlook activity in the squares 
and will be partially protected from the weather.
STORAGE STORAGE
STORAGE STORAGE
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10.12. PUBLIC SQUARES & NICHE CONCEPT
PUBLIC SQUARE PLAN
SECTION B-B
SECTION A-A
-The public spaces within this scheme have been designed to provide 
comfort.” Comfort (and a relaxed atmosphere) is primarily achieved 
by providing appropriate spots in which to linger, sit, eat, drink and 
converse. These comfort opportunities are crucial to making a place 
work” (Shaftoe 2008: 60).
- The niches in 
the design allow 
territory that can 
be temporarily 
claimed. This is 
because it al-
lows for public 
space to become 
defendable and 
therefore per-
sonalised. This 
is due to the fact 
that niches in 
public spaces 
are “locations 
where one can 
observe others 
without being 
exposed from all 
sides” (Shaftoe 
2008:53).
- Baum 
(1977:73) 
states that the 
creation of 
small social 
groups can 
mediate the 
crowding stress 
and the irritation 
that is associat-
ed with waiting. 
Socialising in a 
cohesive group 
helps the users 
forget about the 
act of waiting to 
obtain services. 
This therefore 
minimizes the 
stress and irrita-
tion associated 
with waiting. 
The niches and 
public squares 
in this scheme 
allow a space in 
which separate 
groups can 
gather and 
linger.
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PUBLIC PHYSICAL 
ACTIVITY SQUARE PLAN
SECTION A-A
SECTION B-B
- Due to the fact that niches and squares can become defendable spaces, 
a certain set of public functions i.e. physical activity can be allocated to a 
certain public space.
PULL UP BARS PULL UP BARS
FIXED WEIGHTS AREA
PULL UP BARS
SEATING
GYM
FIXED WEIGHTS AREA
PUBLIC MOVEMENT/
ENTRANCE AREA
PUBLIC
EXERCISE 
BARS
- “We design things 
and things design 
us”( Krasner 1980:1). 
This means that what 
we create and how 
we use our creations 
has an impact on how 
we live our lives and 
how we behave. This 
building therefore 
has been designed to 
create spaces which 
promote healthy physi-
cal activity to ensure 
good physical health. 
The space in the 
scheme has also been 
designed to encour-
age social interaction 
which is needed to 
foster a healthy mental 
well being. In order 
to achieve the afore-
mentioned aspects of 
health, niche spaces 
have been utilised.
- “As a species we are so-
ciable animals who like to 
gather in groups or packs. 
Thus, when we see people 
like us lingering in a space 
we are attracted to in over 
and above any physical at-
traction that the place may 
have” (Shaftoe 2008:66). It 
is due to this theory that the 
different functions within 
this scheme are accessed 
from and open up onto a 
public square/ interaction 
space. It is also due to this 
fact that the edges of the 
building are designed to be 
lingering spaces. There-
fore the creation of niches 
to socialise and linger will 
ensure that the CHC and 
all the functions within the 
scheme will be utilised by 
the community.
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NICHE PLAN
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Niches that occur in the building and 
along the façades allow both internal 
and external spaces to become more 
defendable. The ratio of spaces cre-
ated by these niches allows the space 
to become more comfortable to in-
habit. This is due to the fact that small 
pockets of space have been created. 
Due the space’s small proportion and 
its defensibility, these spaces are able 
to be claimed, comfortably used and 
inhabited by its intended public for their 
own individualised purposes.
The external niches are meant to be 
utilised either as informal trade areas 
or seating. This duality of function 
makes the public spaces in this scheme 
dynamic as well as more social and 
comfortable to use. 
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10.13. THE DUALITY OF NICHES CONCEPT: THE BUILDING ENVELOPE
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THE DUALITY OF NICHES CONCEPT: CHANGE IN LEVEL
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SECTION A-A
NICHE PLAN
A A
PUBLIC SQUARE
PUBLIC SQUARE
DIRECT MOVEMENT ROUTE
INFORMAL 
RETAIL
NICHE
INFORMAL 
RETAIL
NICHE
LINGERING SPACE LINGERING SPACE
The slight changes in level in the public square areas will create vertical niches. These vertical niches again are 
aimed at breaking down the scale of the general public areas .It is also meant to break down the linearity of the 
public movement axis and the linearity of the buildings.  The change in level makes the public squares more legible 
and defined. This allows certain function i.e. retail, leisure or waiting to be allocated and associated specifically to 
a certain square. This allows public space to become identifiable, comfortable and easy to use or avoid if an end 
user so chooses.
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10.14. CONSTRUCTION & SPATIAL DIVISION CONCEPT
- As stated earlier in this thesis, the City of Johannesburg estimates that the population of Jabulani is approximately 
20 535 inhabitants of which 4 241 inhabitants are estimated to be employed. There is a massive need for job crea-
tion, skills development and cash stimulus into this area. It is for this reason that the community members within 
Jabulani (with the help and guidance of skilled professionals) will participate in the building process of the CHC. 
The CHC will follow a regular geometric shape to allow for ease of construction by community members.To further 
ensure the ease of construction and ease in organisation of construction, the measurement of the buildings in this 
scheme will primarily be designed according to the standard 230 x 115 x 75 brick dimension.
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10.15. THE ROOF CONCEPT
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This scheme utilizes an extensive green roof system. The green organic roof will minimize the heat build up in the 
area. The flat nature of the green roof also allows the ease in change of level of the entire roof of the scheme. 
The change in level allows the utilization of clear storey windows within the scheme. The use of the clear storey 
window is ideal in providing natural light in this scheme. This is due to the fact that the scheme consists of building 
forms which are relatively low but are deep and expansive.  
The change in level of the roof results in the creation of different head heights and volumes. This fact coupled with 
niches allows a clear spatial hierarchy to be created.  Generally, high volumes and head heights occur in commu-
nal spaces. Low volumes and head heights occur in personal and private spaces and intermediate volumes and 
head heights occur in group spaces. In this way, public, group and personal spaces within the scheme as well and 
the functions within these spaces are made more legible. 
ROOF EXPLORATION 1
ROOF EXPLORATION 2
ROOF EXPLORATION 3
PROPOSED GREEN ROOF
10.16. THE BUILDING’S FLOW DIAGRAM
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11. THE DESIGN
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1. VEGETATION
2. GROWING MEDIUM (EARTH)
3.DRAINAGE/ AERATION/ WATER STORAGE/ ROOT 
   BARRIER LAYER
4. ROOF INSULATION
5. ROOT BARRIER MEMBRANE
6. ROOF DAMP PROOF MEMBRANE
7. ROOF SCREED WITH FALL
8. CONCRETE ROOF SLAB
9. WEEP HOLES
10. CONCRETE WINDOW FRAME
11. ALUMINIUM WINDOW MULLION
12. GLASS WINDOW PANEL
13. ALUMINIUM WINDOW CILL
14. DAMP PROOF MEMBRANE
15. EXTERIOR BRICK WALL LEAF
16. AIR GAP
17. WALL INSULATION
18. INSULATION CLIP
19. INTERIOR BRICK WALL LEAF
20. BRICK TIE
21. SKIRTING
22. FLOOR SCREED 
23. FLOOR FINISH
24. CONCRETE FLOOR SLAB
25. PLASTERED CEILING 
26. HARDCORE
27. SCREED WINDOW CILL
28. DRIP
Typical Facade Section
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13. GLOSSARY
AIDS…….. Acquired Immune Deficiency Syndrome
ARV……... Anti- Retroviral
CHC ……..Community Health Care Centre
CHW……..Community Health Worker
HIV……… Human Immunodeficiency Virus
MDG……..Millennium Development Goals
NCD…….. Non Communicable Disease
NGO…….. Non- Governmental Organisation
PHC………Primary Health Care
STI………..Sexually Transmitted Infection
UN………..United Nations
VCT………Voluntary Counselling and Treatment
WHO……..World Health Organisation 
Waiting Ticket……… The waiting system in this thesis is a number system. Each patient is 
given a number at the reception and will only be attended to by the medical staff/counsellors 
when their number is called. The waiting ticket is aimed at creating an ordered waiting system. It 
is also aimed at minimising the stress experienced by the patients as a result of the patients not 
knowing whether they receive service or not.
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14. THE APPENDIX
Appendix A: 
                                           Declaration of Alma-Ata
          International Conference on Primary Health Care, Alma-Ata, USSR, 6-12 September 1978 
The International Conference on Primary Health Care, meeting in Alma-Ata this twelfth day of September in the 
year Nineteen hundred and seventy-eight, expressing the need for urgent action by all governments, all health and 
development workers, and the world community to protect and promote the health of all the people of the world, 
hereby makes the following 
Declaration:
I
The Conference strongly reaffirms that health, which is a state of complete physical, mental and social wellbeing, 
and not merely the absence of disease or infirmity, is a fundamental human right and that the attainment of the 
highest possible level of health is a most important world-wide social goal whose realization requires the action of 
many other social and economic sectors in addition to the health sector.
II
The existing gross inequality in the health status of the people particularly between developed and developing 
countries as well as within countries is politically, socially and economically unacceptable and is, therefore, of com-
mon concern to all countries.
III
Economic and social development, based on a New International Economic Order, is of basic importance to the 
fullest attainment of health for all and to the reduction of the gap between the health status of the developing and 
developed countries. The promotion and protection of the health of the people is essential to sustained economic 
and social development and contributes to a better quality of life and to world peace.
IV
The people have the right and duty to participate individually and collectively in the planning and implementation of 
their health care.
V
Governments have a responsibility for the health of their people which can be fulfilled only by the provision of ad-
equate health and social measures. A main social target of governments, international organizations and the whole 
world community in the coming decades should be the attainment by all peoples of the world by the year 2000 of 
a level of health that will permit them to lead a socially and economically productive life. Primary health care is the 
key to attaining this target as part of development in the spirit of social justice.
VI
Primary health care is essential health care based on practical, scientifically sound and socially acceptable meth-
ods and technology made universally accessible to individuals and families in the community through their full par-
ticipation and at a cost that the community and country can afford to maintain at every stage of their development 
in the spirit of self reliance and self-determination. It forms an integral part both of the country’s health system, of 
which it is the central function and main focus, and of the overall social and economic development of the commu-
nity. It is the first level of contact of individuals, the family and community with the national health system bringing 
health care as close as possible to where people live and work, and constitutes the first element of a continuing 
health care process.
VII
Primary health care:
1. reflects and evolves from the economic conditions and sociocultural and political characteristics of the country 
and its communities and is based on the application of the relevant results of social, biomedical and health services 
research and public health experience;
2. addresses the main health problems in the community, providing promotive, preventive,curative and rehabilita-
tive services accordingly;
3. includes at least: education concerning prevailing health problems and the methods of preventing and controlling 
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them; promotion of food supply and proper nutrition; an adequate supply of safe water and basic sanitation; mater-
nal and child health care, including family planning; immunization against the major infectious diseases; prevention 
and control of locally endemic diseases; appropriate treatment of common diseases and injuries; and provision of 
essential drugs;
4. involves, in addition to the health sector, all related sectors and aspects of national and community development, 
in particular agriculture, animal husbandry, food, industry, education, housing, public works, communications and 
other sectors; and demands the coordinated efforts of all those sectors;
5. requires and promotes maximum community and individual self-reliance and participation in the planning, 
organization, operation and control of primary health care, making fullest use of local, national and other available 
resources; and to this end develops through appropriate education the ability of communities to participate;
6. should be sustained by integrated, functional and mutually supportive referral systems, leading to the progres-
sive improvement of comprehensive health care for all, and giving priority to those most in need;
7. relies, at local and referral levels, on health workers, including physicians, nurses, midwives, auxiliaries and 
community workers as applicable, as well as traditional practitioners as needed, suitably trained socially and tech-
nically to work as a health team and to respond to the expressed health needs of the community.
VIII
All governments should formulate national policies, strategies and plans of action to launch and sustain primary 
health care as part of a comprehensive national health system and in coordination with other sectors. To this end, it 
will be necessary to exercise political will, to mobilize the country’s resources and to use available external resourc-
es rationally.
IX
All countries should cooperate in a spirit of partnership and service to ensure primary health care for all people 
since the attainment of health by people in any one country directly concerns and benefits every other country. In 
this context the joint WHO/UNICEF report on primary health care constitutes a solid basis for the further develop-
ment and operation of primary health care throughout the world.
X
An acceptable level of health for all the people of the world by the year 2000 can be attained through a fuller and 
better use of the world’s resources, a considerable part of which is now spent on armaments and military conflicts. 
A genuine policy of independence, peace, détente and disarmament could and should release additional resources 
that could well be devoted to peaceful aims and in particular to the acceleration of social and economic develop-
ment of which primary health care, as an essential part, should be allotted its proper share. The International 
Conference on Primary Health Care calls for urgent and effective national and international action to develop and 
implement primary health care throughout the world and particularly in developing countries in a spirit of technical 
cooperation and in keeping with a New International Economic Order. It urges governments, WHO and UNICEF, 
and other international organizations, as well as multilateral and bilateral agencies, nongovernmental organiza-
tions, funding agencies, all health workers and the whole world community to support national and international 
commitment to primary health care and to channel increased technical and financial support to it, particularly in 
developing countries. The Conference calls on all the aforementioned to collaborate in introducing, developing and 
maintaining primary health care in accordance with the spirit and content of this Declaration.
United Nations. (2007). The Alma Alta Declaration. INTERNET.   http://www.un.org Cited 3 March 2009
Appendix B: 
                                         The UN Millennium Development Goals (MDG)
Goal 1: Eradicate extreme poverty and hunger.
• Reduce by half the proportion of people living on less than a dollar a day.
• Reduce by half the proportion of people who suffer from hunger.
Goal 2: Achieve universal primary education
• Ensure that all boys and girls complete a full course of primary education.
Goal 3: Promote gender equality and empower women
• Eliminate gender disparity in primary and secondary education preferably by 2005, and at all levels by 2015.
Goal 4: Reduce child mortality
• Reduce by two thirds the mortality rate among children under five.
Goal 5: Improve maternal health
• Reduce by three quarters the maternal mortality ratio.
Goal 6: Combat HIV/AIDS, malaria and other diseases
• Halt and begin to reverse the spread of HIV/AIDS.
• Halt and begin to reverse the incidence of malaria and other major diseases.
Goal 7: Ensure environmental sustainability
• Integrate the principles of sustainable development into country policies and programmes; reverse loss of envi-
ronmental resources.
• Reduce by half the proportion of people without sustainable access to safe drinking water.
• Achieve significant improvement in lives of at least 100 million slum dwellers, by 2020.
Goal 8: Develop a global partnership for development
• Develop further an open trading and financial system that is rule-based, predictable and non-discriminatory in-
cludes a commitment to good governance, development and poverty reduction—nationally and internationally.
• Address the least developed countries’ special needs. This includes tariff- and quota-free access for their exports; 
enhanced debt relief for heavily indebted poor countries; cancellation of official bilateral debt; and more generous 
official development assistance for countries committed to poverty reduction.
• Address the special needs of landlocked and small island developing States.
• Deal comprehensively with developing countries’ debt problems through national and international measures to 
make debt sustainable in the long term.
• In cooperation with developing countries, develop decent and productive work for youth.
• In cooperation with pharmaceutical companies, provide access to affordable essential drugs in developing coun-
tries.
• In cooperation with the private sector, make available the benefits of new technologies—especially
information and communication technologies.
United Nations. (2007). The UN Millennium Development Goals. INTERNET.   http://www.un.org Cited 3 March 
2009
Appendix C: 
                            The Gauteng Department of Health Strategies
HIV and AIDS
• From the findings of this report, it is clear that there needs to be increased surveillance and modelling of the HIV 
epidemic and subsequent monitoring and evaluation of HIV programmes in Gauteng.
• A large number of people have dropped out of the highly active antiretroviral therapy (HAART) programme. To combat this 
attrition, a uniform system for enrolling, monitoring, and engaging in ongoing communication with people on HAART needs 
to be established.
• Although the number of people on HAART is impressive, at a cumulative total of 93 884 patients at the end of September 
2007 out of approximately 120 000 people living with AIDS in 2006, it remains below the estimated number of clients who 
require antiretroviral treatment. New strategies to expand the HAART programme should be explored, including nurse-driven 
initiatives.
• Limited human resources and paediatric clinical skills have hampered the scaling up of HAART at primary and secondary 
care facilities in Gauteng. To expand the HAART programme, many facilities will need well-trained nurses and physicians to 
manage patients receiving HAART.
• The majority of clients on HAART are women. Additional strategies are needed to enrol males in the HAART programme, 
including individual, cultural, social and institutional level approaches.
• As the HAART programme expands, it should be routinely integrated with the management of other chronic diseases, which 
will serve to strengthen the management of chronic diseases overall in Gauteng.
• The prevention of mother-to-child transmission programme needs greater coverage, since many pregnant women (38%) are 
still not being tested for HIV. It is possible that a move to “opt-out” testing will improve this. There also needs to be better 
monitoring of feeding practices of HIVpositive mothers. Efforts should be made to identify feeding practices of HIV-positive 
expectant mothers to ensure that the transmission of HIV through breast milk is reduced and nutritious alternatives are pro-
vided to those who choose not to breastfeed.
• A large number of women who test HIV positive do not receive Nevirapine. Reasons for the low uptake should be investi-
gated.
• Many infants continue to be born with HIV, pointing to the need for additional strategies to increase intrapartum testing of 
pregnant women, and postpartum testing of newborns. Routine testing for HIV should also be conducted at the six-week im-
munisation visit.
• It is of concern that a high percentage of pregnant women who test HIV positive do not receive Nevirapine and that many 
that may be eligible for HAART, are not referred for staging and treatment. Health promotion, the availability of antiretrovirals 
for pregnant mothers and the need for more accredited antiretroviral sites require attention. Sexually transmitted infections
• Based on the high incidence of sexually transmitted infections in Gauteng, behaviour change initiatives should be developed, 
implemented, monitored and evaluated.
• It would be useful to have better data on partner notification in the case of sexually transmitted infections to reduce the pool 
of infections in the community, especially because the existence of sexually transmitted infections makes one more vulnerable 
to the acquisition of HIV.
Tuberculosis
• There should be close monitoring of the Tuberculosis Crisis Plan as it is rolled out to all the districts with a view to ensuring 
that screening and treatment are being provided to those in need. Towards this end, the district should develop a centralised 
data system to track screening and referrals and monitor retention in the programme during rollout of treatment.
• The tuberculosis cure rate in new smear positive tuberculosis patients should be improved. Several strategies could help 
achieve this objective, including integration of directly observed treatment short course supporters into the Gauteng communi-
ty health workers programme, expansion of tuberculosis treatment support group initiatives, and additional training to improve 
the quality of one-to-one education by health professionals.
• Since tuberculosis and HIV and AIDS often occur in conjunction with one another, efforts should be made to establish collab-
orative relationships between health professionals working in these sectors. Tuberculosis and HIV and AIDS often compound 
each other’s deleterious effects. Those impacted by these diseases can benefit from health professionals sharing information 
and communicating with one another about prevention and treatment strategies.
• Multi-drug resistant tuberculosis and extremely drug resistant tuberculosis present new challenges and have had a major 
impact on the day-to-day management of tuberculosis. GDoH needs to strengthen existing efforts to prevent any increase in 
multi-drug resistant tuberculosis.
Maternal, Child and Women’s Health
• GDoH increase its maternal and child health messages focussing on healthy lifestyles during pregnancy and through early 
childhood to reduce the number of babies born with low birth weight.
• Antenatal visits have been low, particularly in the first 20 weeks of pregnancy, and new initiatives are needed to address this 
shortcoming. Cultural beliefs not to disclose pregnancy status in the early stages of pregnancy may be a contributing factor. 
Emphasis should be placed on increasing public awareness to encourage pregnant women to attend antenatal clinic before 20 
week gestation and to have at least one follow up visit in each trimester.
• Postnatal care and follow-up services require expansion and monitoring.
• Preventable causes of maternal mortality, whether related to the mother or the health system, should be appropriately ad-
dressed. Where health system improvement programmes exist, they must be continuously monitored.
• Better coordination is required between reproductive health and antenatal care programmes to improve the use of contracep-
tives. More research into attitudes towards contraceptive use and sexual behaviours is needed to understand why contraceptive 
use is so low, particularly in the face of a high risk of contracting sexually transmitted infections, including HIV.
• Existing health system interventions should be strengthened to reduce preventable causes of death and a multi-sectoral plan 
developed to address underlying causes that are not health-related.
• Gauteng needs to accelerate training and provide support to ensure cervical screening is available at all primary health care 
clinics.
• The focus for future services is the prevention of such disorders through promotion of mental well-being, psychoeducation, 
dealing with stress and the early identification of disorders at facilities such as antenatal clinics and trauma centres.
Non-Communicable Diseases
• There is a need to improve surveillance of all noncommunicable diseases in Gauteng.
• Nutritional guidelines, developed by the Nutrition Society of South Africa’s Working Group, should be made widely avail-
able, along with educational information regarding good nutrition. Programmes should ensure that targeted nutritional supple-
ments are available to children who need them.
• It is imperative to strengthen the collaboration with the Departments of Education and Sport, Arts, Culture and Recreation in 
order to promote sport and physical activity in schools, safe recreation areas for children and adolescents, and boost campaigns 
such as “Vuka South Africa - Move for your Health” and “Healthy Lifestyles”.
• More education of health workers and the public is needed to improve the diagnosis and treatment of asthma.
• Health promotion efforts are required that empower individuals to access health facilities for early detection of cancer and to 
be proactive about caring for their health and wellness. Specific programmes should be designed to target men’s health and to 
encourage more men to access health services.
• Data reviewed for this report indicate that hypertension and diabetes are still under-diagnosed and under-reported.
Public health interventions should be developed that encourage better screening, diagnosis, education and access to the health 
care system for people vulnerable to hypertension and diabetes.
• Substance abuse remains a major problem in Gauteng. A strategy to combat alcohol and drug abuse needs to be put in place, 
possibly similar to the campaign that targeted tobacco smoking. Health promotion at schools should be strengthened.
• There is a need for prevention of gender-based violence, with a specific need to reduce risk of mental health problems among 
South African adolescents.
• Mental health conditions, especially anxiety disorders, are increasing due to the impact of HIV, AIDS and poverty. The men-
tal health programme requires prioritisation.
The Health in Gauteng Status Report 2006/2007.
Appendix D: 
NCD & Associated Risk Factors
The South African Health Review 2008
Appendix E: 
                                                  Jabulani  Mall Survey
1) Besides for the shops that are already in Jabulani Mall, what other shops or Functions would you like to 
see in the mall?
…………………………………………………………………………………………..
2) Which area do you stay in currently?
…………………………………………………………………………………………
3) Do you walk or take a taxi to and from the mall?
………………………………………………………………………………………….
4) If there was a restaurant serving Healthy food would you go there instead of to the fast food stores?
………………………………………………………………………………………
5) What Sports physical activity facilities would you like to have access to, if one was provided? Choose one 
of the following:
a) 3 a Side Soccer Court       b) Dance Studio
c) Basketball Court                 d) Gym
e) Yoga Studio                        f) other 
                                                    if other what sport would you like to do
……………………………………………………………………………..
6) In a Health Education Facility, what would you like to learn about? Please choose from the following. You 
may choose more then one.
        a) HIV/AIDS                 b) Sex                      c) Sexually Transmitted Diseases
        
        d) Healthy Diets             e) How to                f) How to maintain a good 
                                                   build muscle            weight
         g) Other. If other please state what you would like to learn about
………………………………………………………………………………………
7) How often do you visit health clinics or other health facilities?
…………………………………………………………………………………………..
8) What is your impression and opinion of the clinics and health facilities?
…………………………………………………………………………………………
Name: 
Thank You!
                                             Jabulani  Schools Survey
Name:
Name of School:
1) Which area do you stay in currently?
…………………………………………………………………………………………
2) Do you walk or take a taxi to and from school?
…………………………………………………………………………………………
3) Besides for the shops that are already in Jabulani Mall, what other shops or Functions would you like to 
see in the mall?
…………………………………………………………………………………………
4) What Sports facilities would you like to have access to after school? Choose one of the following:
a) 3 a Side Soccer Court       b) Dance Studio
c) Basketball Court                 d) Gym
e) Yoga Studio                        f) other 
                                                    if other what sport would you like to do
                                                            …………………………………………………
5) What other facilities would you like to have access to after school?
..........................................................................................................................................
6) In an Health Education Facility, what would you like to learn about? Please choose from the following. You 
may choose more then one.
        a) HIV/AIDS                 b) Sex                      c) Sexually Transmitted Diseases
        
        d) Healthy Diets             e) How to                f) How to maintain a good 
                                                   build muscle            weight
         g) Other. If other please state what you would like to learn about
………………………………………………………………………………………
………………………………………………………………………….. ………….
Thank You!
Appendix F:
The Building Program Guidelines
1. VCT, General Examination and
Consultation
- Examination and Consultation Rooms 
  Activity:
 - Examination of Patients
 - Consultation of Patients
 - Counselling and Education
 - Voluntary Aids Testing
 - Family planning
  Space Requirements per Unit: 
  CSIR guidelines: 3000 x 4500 (13.5sqm)
- Counsellors /CHW Offices
  Activity:
 - STI & HIV/AIDS Counselling
 - Legal Advice
 - Individual/Family Counselling
 - Family Planning
 - Good Nutritional Guidance
  Space Requirements per Unit: 
  CSIR guidelines 3900 x 3000 (11.7sqm)
- GP& Nurses Office
  Activity:
 - Office and Administration Room for General 
                 Practitioners and Nurses
  Space Requirements per Unit: 
  CSIR guidelines 3000 x 3900 (11.7sqm)
- Boardroom
  Activity:
 - Staff Meeting 
  Space Requirement per Unit: 5000 x 4000 (20sqm)
- Tea Room & Kitchenette 
  Space Requirements per Unit: 3000 x 4000 (12sqm)
- Records Storage
  Activity:
 -Storage of Patient Files.
  Space Requirements per Unit: 3000 x 3000 (9sqm)
- Medical Waste Disposal Space
  Activity: 
 - This is the holding space for medical waste 
e.g. needles, swabs, latex gloves. 
  Space Requirements per Unit:
  This is a preventative CHC therefore not a lot of 
medical waste will be produced therefore the space 
needed is: 2000 x 2000 (4sqm)
- Reception 
   Space Requirements per Unit: 3000 x 3000 (9sqm)
-  Sub Waiting Area
Figure 7.4. The CSIR Consultation/ Examination Room Guideline. 
(Bekker 1999: 38)
Figure 7.5. The CSIR Records/Storage Room Guideline. (Bekker 
1999: 32)
   Activity:
 - Waiting space for 8 to 12 person area
  Space Requirements per Unit: 
  CSIR guidelines: 6000 x 6000 (36sqm)
- Dispensary
   Space Requirements per Unit: 
   CSIR Requirements: 3000 x 5000 (15sqm)
- Toilets
  Space requirements per Unit: (15 sqm)
2. Maternal & Child Care 
- Antenatal General Examination and Consultation 
  Rooms
  Activity:
 - Examination of Patients
 - Consultation of Patients
 - Counselling and Education
 - Family Planning
 - Good Nutrition Counselling
   Space Requirements per Unit:
   CSIR guidelines: 3000 x 4500 (13.5sqm)
 - Reception 
   Space Requirements per Unit: 3000 x 3000 (9sqm)
-  Sub Waiting Area
    Activity:
 - Waiting space for 8 to 12 person area
    Space Requirements per Unit: 
    CSIR guidelines: 6000 x 6000 (36sqm)
- Tea Room & Kitchenette 
  Space Requirements per Unit: (12sqm)
- Crèche 
   Activity:
 - Child day care and education
   Space Requirements per Unit: (150sqm)
- Jungle Gym Area
   Activity:
 - Learn and Play
   Space Requirements per Unit: (150sqm)
- Discussion Cubicles
   Activity:
 - Discussion, group support and education 
about pregnancy and child care for a maximum of 12 
people. 
   Space Requirements per Unit: (20sqm)
- Expectant Parents & New Parents Studio
    Activity: 
 - Education about pregnancy, Childcare, 
Healthy Lifestyle,
    Space Requirements per Unit: (33sqm)
- Toilets
   Space Requirements per Unit: (15sqm)
Figure 7.5. The CSIR Medical Waste Disposal Room Guideline. (Bekker 1999: 43)
Figure 7.6. The CSIR Reception Room Guideline. (Bekker 1999: 30)
Figure 7.7. The CSIR Sub- Waiting Area Guideline. (Bekker 1999: 20)
Figure 7.8. The CSIR Dispensary Guideline. (Bekker 1999: 48)
3. Educational
- Discussion & Educational Cubicles
   Activity: 
 - Space can be reserved use for general 
education discussions, healthy behaviour and lifestyle 
behaviour for a maximum of 12 people.
  Space Requirements per Unit: (20sqm)
- Classroom
   Activity:
 - Adult Education, Tertiary Level Education, 
                 Health Education
   Space Requirements per Unit: (33sqm)
- Library
   Space Requirements per Unit: 
   Adult Section: Recommended 750sqm
   Media Centre: Recommended 150sqm
   Children Section: Recommended 350sqm
   
4. Physical Activity Space 
- Reception 
   Space Requirement per Unit: 3000 x 2500 (7.5sqm)
- Enrolment Office
   Space Requirements per Unit: 3000 x 4500 
(13.5sqm)
- Care Taker Room
   Space Requirement per Unit: 3000 x 3000 (9sqm)
- Storeroom
   Space Requirement per Unit: 3000 x 3000 (9sqm)
- Aerobics Studio
   Space Requirements per Unit: (100sqm)
- Free Weights Studio
   Space Requirements per Unit: (100sqm)
- Change Rooms & Locker Space
   Space Requirements per Unit: (25sqm)
- Soccer Courts  
   Space Requirements per Unit: (558sqm)
- Basketball Court
   Space Requirements per Unit: (504sqm)
- Netball Court
   Space Requirements per Unit: (465sqm)
5. Retail
- Small Shops
   Space requirements per Unit: 5400 x 8300 
(44.8sqm)
- Juice Bar & Health Snack Bar
Figure 7.9. The CSIR Office Guideline. (Bekker 1999: 34)
Figure 7.13. The CSIR Physical Activity/ Gymnasium Guideline. 
(Bekker 1999: 34)
Figure 7.10. Childcare and Meeting Space Guidelines. 
(Adler 1999: 21)
Figure 7.11. Library Space Guidelines. (Adler 1999: 32)
Figure 7.12. Classroom Guidelines. (Adler 1999: 29)
  Space requirements per Unit: 5400 x 8300 
(44.8sqm)
  The Juice Bar will be owned and run by the Depart-
ment of Health as part of their strategies to provide 
and make the public aware of what good health is. 
-  Health Food Restaurant
   Space requirements per Unit: (100sqm)
    The restaurant will be owned and run by the 
Department of Health as part of their strategies to 
provide and make the public aware of what good 
health is. 
6. Circulation & Public Facilities
- Internal Circulation
  Space Requirement: All Internal movement corridors 
are to follow CSIR  guidelines of movement. The total 
circulation of the building will be a maximum of 30% 
of the actual building.
- 2 x Public Toilets
  Space requirements per Unit: (20sqm)
Figure 7.14. Soccer Court Guidelines. 
(Adler 1999: 25)
Figure 7.15. Netball Court 
Guidelines.
(Adler 1999: 25)
Figure 7.16. Basketball Court 
Guidelines.(Adler 1999: 25)
Figure 7.17. Retail Space 
Guidelines. (Adler 1999: 13)
Figure 7.17. Sanitary Guidelines. (Adler 1999: 3)
Figure 7.18. Circulation Guidelines.
(Adler 1999: 14)
THE SITE GUIDELINES
ERF/HHOLDING/FARM PORTION:  2327 
SITE AREA: 18 005 sqm
USE ZONE: Community Facility
HEIGHT RESTRICTION: 3 Storeys
BUILDING LINE: 1m away from site boundaries.
PARKING: N/A (The majority of the target population 
for the Community Health Centre use public trans-
port. The Jabulani Shopping Mall already provides 
the necessary parking for the population using private 
transport)
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